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Communication Ability and Marital Discord 


EDYTHE GATES VARNER, D.O. 
Los Angeles, Calif. 


“Marriage is to be viewed as a dynamic relation- 
ship between two people, with rough spots as well as 
smooth spots to be realistically anticipated.”’ With 
changing cultures, two world wars, and women being 
permitted to vote and being accepted on an equal basis 
in the educational and working world with men, the 
twentieth century has recognized a changing conception 
of marriage. This changing conception is adequately 
described by Bowman :* 

Marriage was formerly an association between two people— 
in which the economic, reproductive, protective, and societal 
aspects were most important—with the personal relationship be- 
tween husband and wife also important but secondary. Mar- 
riage is moving from an association of unequals to an associa- 
tion of equals. . . . Today, with primary emphasis on the per- 
sonal relationship of husband and wife, the picture has changed. 


Unfortunately, there are many entering this inter- 
personal relationship who are unable to accept it in the 
light of today’s knowledge. They fail to realize that 
new understandings and adjustments are required for 
two people to gain pleasure and to grow from such an 
intimate relationship. Landis and Landis* describe a 
successful marriage as one in which two people have 
intelligently committed themselves to a lifetime together 
with each one seeking to enrich the life of the other as 
well as his own. Many marital partners, although they 
verbalize the thought that today both a man and his 
wife are equals in the relationship, deny their verbaliza- 
tions by other means of communication. These “other 
means” of communication (which will be listed later) 
lead to the belief that they are still viewing marriage 
in the former sense, as an institutional and authori- 
tarian relationship. With the changing status of wom- 
en, there is evidence in the study that some women not 
only desire to be equal but now desire to be the au- 
thority. In other cases it is difficult for the husband to 
relinquish authority and accept his wife as an equal. 
According to Bowman® marriage is now a companion- 
ship and of democratic form, and this changing from 
the old attitudes increases instability. 

Divorce or seeking divorce supposedly means that 
marriage is no longer valued. However, it is becoming 
more common today for married people to seek help 
for their problems. Many do not wish a divorce if 
there is a solution for their difficulties. 

It has been a hypothesis at the Meyers Clinic that 
the inability of these couples to communicate with each 
other in an understanding manner is an outstanding 
cause of marital discord. The term “communication” 
as it is used in this paper refers to interpersonal com- 
munication with all its tools: language, intonation, ges- 
tures, facial expressions, and behavior.* Satisfactory 
communication between husband and wife is dependent 
on the development of a satisfactory relationship be- 
tween them. Distortions on the part of either person, 
and especially on the part of both persons, seriously 
interfere with their communication and thus endanger 
all areas of marital adjustment. The intent of this study 
is to show, by comparative analysis of all areas of ad- 
justment, that when the inability to communicate has 
become a major issue in the marriage, the interpersonal 
adjustments suffer in all areas. 


METHOD 
This study is based on thirty cases selected at ran- 
dom from the 1948 to 1954 files of the Meyers Clinic. 
Twenty-one couples were referred by the Court of 
Conciliation, division of the Superior Court of Los 
Angeles ; 2 couples were referred by the Marital Rela- 
tions Bureau; 3 couples by a family friend; and 4 
couples registered of their own volition. A complete 
psychiatric survey was made of these 30 males and 
30 females. The survey consisted of longitudinal and 
cross-sectional anamnestic studies and a battery of psy- 
chologic tests. Neurologic and physical examinations 
were made when indicated. 


Special emphasis in these examinations, as well as 
in the personality study, was placed on areas relevant 
to marital adjustment, that is, religion, social inter- 
course, sexual communication, financial and cultural 
background, communication, and child discipline. 


Since there are some differences in emphasis on 
certain areas of adjustment in these histories, it was 
necessary to review the entire histories in detail. A 
comparison was made to learn if any degree of age dif- 
ference was a factor (Table 1). Tabe II compares the 
home background of the husbands and wives. The 
number of children involved in these cases is listed, 
and Table III shows the conflict in the family over the 
children. Religious conflicts are showin in Table IV. 
Social intercourse (Table V) consisted of all socializa- 
tion including such acts as talking to a neighbor or 
occasionally attending a movie. Attending church, 
even if the person denied having friends in the church, 
also was included. In the tables set up, the total number 
of cases in conflict are given, and also included are the 
outstanding complaints and reasons expressed. The 
complaints and reasons are listed because they may in- 
dicate the basis for the lack of interpersonal communi- 
cation. Table VI shows the sexual adjustment in these 
marriages and Table VII the financial adjustment. In 
Table VIII the presenting complaints of each partner 
as elicited in the initial interview are charted. There 
were only 29 cases used in this chart, since in 1 case 
in the series divorce had been granted and the study 
was in reference to support and visiting rights of a 
parent. However, both parents were studied and infor- 
mation pertaining to them was used in the other data. 
Presenting complaints were used because the first state- 
ment of complaint in every case referred to communi- 
cation difficulties. These data (presenting complaints ) 
were later compared with the findings of the over-all 
study. 

From an analysis of the description of the com- 
munication in these cases an attempt was made to 
classify the modes of communication, keeping in mind 
the interpersonal tools used. Webster’s dictionary was 
the authority for definitions. In the 60 histories studied 
there were 176 separate statements describing commu- 
nication problems. There were many duplications. As 
a point of interest, the descriptive statements varied 
from 6 to 15 per case, and the total possibly may have 
reached 400 or more. In Table IX the statements were 
categorized as nearly as possible as to types and modes 
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of communication, listing the number of persons using 
these methods. Table X indicates the first breakdown 
in the comparative areas of marital adjustment. 


THE FINDINGS 


TABLE 1—AGE RANGES AND DIFFERENCES 


Range Mean % of Total Cases 

Total cases (30) 18-52 35.0 
Age of husband 19-52 35.5 
Age of wife 18-47 32.5 
Husband’s age exceeding 

wife’s (9 cases)* 6-15 - 30.0 
Wife’s age exceeding 

husband’s (5 cases) 1-2 - 16.6 
Husband’s age exceeding 

wife’s (16 cases) 0-5 2.6 33.2 3 


"In 4 cases the husband was 10 to TT? years older than the wife. 
Longest marriage was 19 years; the shortest was 5 months; the average 
length of marriages was 11.28 years. 


TABLE 1I—HOME BACKGROUN D 


Broken 


Step- 
Parents Homes* Divorce Death parents 
Males 19 T 4 . 6 6 
Females 16 14 8 6 6 
% Males 63.3 36.6 13.3 20.0 20.0 
% Females 53.3 46.6 : 26.6 20.0 20.0 
*Father of one male was institutionalized. 
TABLE III—CHILD IN MARRIAGE 
7 Males Females 
Interference and/or disapproval 
of discipline 9 12 
Sexual attempts on child 3 0 
Total 12 12 


There was at least 1 child in each family involved. 
(In the marriage of 5 months’ duration there was a 
child from a former marriage.) The largest number of 
children in a family was 6; the average number of 
children per family was 2.08. 


TABLE EVALUATION 


Conflicts Males Females 
Fanaticism 2 0 
Preventing religious practices 1 0 
Forcing religion on mate 0 ] 
Catholicism vs. Protestantism ] 0 

Total 4 1 


TABLE V—DIFFICULTIES OF SOCIAL INTERCOURSE 
Males Females % Males % Females 


Lack of mutual social 


activity 21 21 70.0 70.0 
Mutual social activity 9 9 30.0 30.0 
Socialization without mate 7 9 23.3 30.0 
Asocial or isolate 8 3 26.6 10.0 
Excessive use of alcohol 4 1 13.3 3.3 
Dislike of mate’s friends 3 3 10.0 10.0 
Jealousy 3 2 10.0 6.6 
Do not enjoy same things 2 2 6.6 6.6 
Critical of actions of 

mate in public rs 2 6.6 6.6 
Lack of time as excuse 2 0 6.6 0 
Illness 0 2 0 6.6 
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TABLE VI—DIFFICUL TIES WITH. SEXUAL COMMUNICATION 


Males ‘Females % Males % Females 
Sexual conflict ‘16 533 
Satisfaction 12 14 40.0 46.6 
Inadequate as sex partner? 13 2 43.3 6.6 
Excessive demands and/or 
demanding 6 1 2.0 3.3 

Sadistic and/or insulting 6 0 20.0 0 
Rejects and/or denies 

fore-pleasure 5 2 16.6 6 
Impotence§ and/or 

occasional impotence 4 0 13.3 a 
Lack of sex desire and/or 

frigidity 2 10 6.6 3 
Physical attractiveness 

lacking 1 3 3.3 10.0 
Promiscuity 2 1 a3 
Fear of pregnancy 1 2 3.3 6.6 
Masturbation l 0 3.3 0 


tAll reported persistent ejaculatio praecox and inadequacy. 
$One case of impotence. 


TABLE FINANCIAL DIF FICULTIES 


Males Females % Males % Females 

Mutual dissatisfaction 

over firancial status 24 24 80.0 80.0 
Stinginess 7 0 23.3 0 
Poor manager 4 8 13.3 26.6 
Difficult and/or refusal 

to support family 4 0 13.3 0 
Irregular worker 5 0 16.6 0 


TABLE VIII—PRESENTING COMPLAINTS ABOUT MARITAL 
CONFLICT (29 CASES)|| 


Males Females %o Males % Females 


Communication 29 100.0 100.0 
Child problems 12 8 41.3 27.6 
Sexual complaints 6 8 20.6 27.6 
Financial complaints 5 8 17.2 27.6 
Religious complaints 2 2 6.9 6.9 
Social complaints 0 1 0 3.4 


\|See text. 


TABL. E 1X—COMMUNICATION PROBLEMS 
Males Females % Males % Females 


Difficulty in conversing 30 30° 100.0 100.0 
Ease in conversing 0 0 0 0 
Abusive, verbal 17 19 56.6 63.3 
Abusive, physical 15 5 50.0 16.6 
Combative and explosive 10 10 33.3 33.3 
Silent rebellion 7 6 23.3 20.0 
Silent acquiescence 2 1 6.6 3.3 
Refusal to communicate © 1 30.0 3.3 
Inability to 

communicate 3.3 3.3 
Motor attempts to please () 0 0 0 
Verbal attempts to please | 0 3.3 0 
Social ability (outside 

marital situation ) 21 25 70.0 83.3 


‘Both stated they were unable to express themselves verbally. __ 


“TA LE X—ANALYSIS OF DAT. 
ACCORDING TO CONFLICTS FOUND In STUDY 


Males Females 
Communication 100.0 100.0 
Financial 80.0 80.0 
Social 70.0 70.0 
Sexual 60.0 53.3 
Child problems 40.0 40.0 
Religious 13.3 a3 


| |_| 
‘te 


Supplement 
o. 1, November, 1954 


ANALYSIS OF DATA 


In Table X the data are summarized according to 
the findings in the over-all study. In comparing the 
findings in Table X with the initial complaints in Table 
VIII the absolute area of disagreement which can be 
recognized is noteworthy. In the initial complaint all 
husbands and wives stated their inability to communi- 
cate with one another. From these findings this appears 
to be the most important area of conflict to both hus- 
bands and wives. In the presenting complaints, child 
problems were second in frequency as a source of con- 
flict, being 41.3 per cent for the husbands and 27.6 per 
cent for the wives. In the analysis child problems rank 
fifth, but the percentage is 40 for both parties. This 
complaint remained quite stable except in its position 
on the scale. Religious complaints were fifth in Table 
VIII, consisting of 6.9 per cent for both husbands and 
wives; in the final table it is sixth or least in areas of 
conflict with the percentage shifting only to 13.3 for 
the males and 3.3 for the females. This shift could be 
the result of the final interpretation of the material 
when the husband stated that he actually was carrying 
out his wife’s wishes, thus eliminating her former 
complaint. (No interpretations were made from the 
researcher’s point of view. Material was listed as it 
was given by the patient. ) 


Financial difficulties changed from fourth in ini- 
tial complaints with a percentage of 17.2 for the males 
and 27.6 for the females to second in the analysis with 
80 per cent for both partners. Social conflicts jumped 
from sixth with no complaints from the males and 
from only 3.4 per cent of the females to third place 
as a complaint from 70 per cent of both males and fe- 
males. Sexual disagreements changed from third, 20.6 
per cent for males and 27.5 per cent for females, to 
fourth place, 60.0 per cent for males and 53.3 per cent 
for females. 


The findings in the age differences (Table 1) may 
have some significance. In 30 per cent of the cases the 
husband’s age exceeded the wife’s by 6 to 15 years. 
Four of the husbands, 13.3 per cent of the total, were 
10 to 15 years older than their wives. Since 30 per 
cent of husbands in this small series of couples with 
marital problems were 6 or more years older than their 
wives, it could be a significant factor in adjustment 
and warrants further study. The arbitrary age dif- 
ference of 5 years was selected by the researcher be- 
cause in 53.3 per cent of the group the husband was 
between 1 and 5 years older than the wife. In the 5 
cases in which the wife’s age exceeded the husband’s, 
the difference was 1 to 2 years. This was 16.6 per 
cent of the total and may or may not be significant. 


There were no cultural differences in 27 cases. In 
2 cases the husband was superior to the wife; in 1 case 
the wife was superior to the husband. In 1 case. the 
husband had 2 years of college, the wife 2 years of 
high school; in both the social background was of the 
lower class. One wife was somewhat intellectually de- 
fective, having come from an underprivileged home 
and having spent several years in a correctional school. 
One wife had a college education, her husband, 2 years 
of high school; there was a similar disparity in early 
social background. 


The cultural differences found, 10 per cent of the 
total, were not felt to be a contributing factor. 


Table II indicates that 36.6 per cent of the hus- 
bands and 46.6 per cent of the wives were from broken 
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homes. This is significantly high and tends to show a 
strong relationship to adjustment. 


Patterns are set according to what an individual 
learns from his parents, his home, and his home en- 
vironment. The percentage of homes broken by divorce 
was 13.3 per cent for the husbands and 26.6 per cent 
for the wives, and for 20 per cent of both husbands and 
wives the home had been broken because of death of a 
parent. If the home is broken by divorce, children ob- 
serve and feel the inability of their parents to communi- 
cate or adjust with each other. This would tend to pre- 
vent the child from learning and observing a satisfac- 
tory manner of communication and adjustment. If the 
home is broken by death, the latter statement still 
holds true. This does not mean that it is impossible to 
learn or use a satisfactory method of interpersonal ad- 
justment. 

DISCUSSION 

From the psychologic point of view, “Any emis- 
sion of energy which affects an organism may be called 
a communication, providing it is understood by the 
receiver.” Pei® refers to the “broader definition of 
language” as “any transfer of meaning.’ 

. . Whatever can be understood is a communication 
W hatever cannot be understood is not a communication. 


Cyberneticists, coming in one direction from theoretical 
physics and practical experience with communication systems 
and calculating machines, are able to state: “The information 
carried by a precise message in the absence of a noise is infi- 
nite. In the presence of a noise, however, this amount of in- 
formation is finite, and it approaches 0 (zero) very rapidly as 
the noise increases in intensity.”” 


The word “noise” is defined as a disturbing or dis- 
cordant sound. 


If the psychiatrist defines information from the communi- 
cant’s point of view as what he advertently desires and intends 
to communicate, and noise as what he inadvertently communi- 
cates without desiring or intending, an interesting situation 


arises. If we term the communicant for the moment a “ma- 
chine,” this may be stated as follows: Noise is the only factor 


which communicates operationally anything about the variable 
state of the machine itself.° 


In interpersonal relationships the noise of the ma- 
chine may be applied to the part of the communication 
which the communicant may or may not wish to con- 
vey to the receiver or, from the standpoint of the re- 
ceiver, the noise is what he inadvertently receives with 
or without desiring or intending to receive. The facial 
expressions, gestures, behavior, and intonations which 
accompany interpersonal communication now become 
meaningful. The value of a communication is not de- 
termined by the communicant; regardless of how anx- 
ious he may be to convey his message, he is unable to 
limit what he intends. The receiver of the communica- 
tion will be the determining factor in eliciting informa- 
tion from the message. In other words, one hears only 
what he wishes to hear, or one interprets in terms of 
his own needs. Regardless of what the communicant 
intends, he is not a machine which can operate in terms 
of words or language without a noise or without the 
tools which will reveal his own emotions, feelings, or 
state. The state of the receiver will determine what he 
will define as the message. If there is mutual interest, 
both the communicant and receiver will define the noise 
and information similarly. If the receiver is more in- 
terested in the state of the communicant than he is in 
his information, then it is the noise which is received. 


By referring to Table IX which lists communica- 
tion problems of these married couples, it can be noted 
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that communication from the viewpoint of both the 
communicant and the receiver appears to be mostly 
noise. The noise is of sufficient tone to eradicate the 
information intended by the communicant and to be re- 
ceived only as noise. Everyone has heard the phrase, 
“He says he loves me, but he doesn’t act like it.” This 
is the noise received and not the information intended. 
In a close interpersonal relationship, such as between a 
man and wife, where the desire for mutual interests 
which would enhance the information value in com- 
munication would be expected, it evidently has been 
lost during the marriage or perhaps it never existed. 
In the study cases there is a lack of mutual interest or 
understanding which is necessary to good interpersonal 
communication. Abusive language and abusive be- 
havior rank highest on the scale. This indicates that 
physical action and strong emotional words were felt 
to be necessary to communicate intended information 
or messages, and the result was that, instead of a mes- 
sage, noise was communicated. Combativeness and ex- 
plosiveness were next. Under this heading were placed 
such complaints as arguing and quarreling; “We just 
can’t talk to each other”; ‘‘He does not understand me; 
we end up fighting” ; and “Every time | attempt to say 
anything to her she becomes upset or blows up.” Silent 
rebellion, silent acquiescence, and refusal or inability 
to communicate are all interpreted as interpersonal 
tools which represent the noise. There were no motor 
attempts, that is, the use of actions and not words, to 
please the mate. One husband stated he did attempt 
verbally to please his wife, but it is not possible to de- 
termine whether the state of the communicant or the 
state of the receiver was the cause of the failure of his 
attempts. 


In the total analysis, 70 per cent of the males and 
83.3 per cent of the females reported that they were 
able to communicate on a social level outside of the 
marital situation. Then what is wrong that these cou- 
ples in a close interpersonal relationship such as mar- 
riage are communicating and receiving noise rather 
than information ? 


That difficulties in interpersonal corhmunication 
interfere with satisfying sexual relations can be noted 
from Table VI. The men experienced their own sexual 
inadequacy as a primary complaint and the women 
their frigidity and/or lack of desire. It cannot be stated 
that the result of poor interpersonal communication is 
the cause of these disturbances, as basic personality 
problems are also factors, but the noise of poor com- 
munication does increase the negative effect of the per- 
sonality factors and interferes with the psychosexual 
functioning more than it would if there were mutual 
interest, information, and understanding. In dealing 
with psychiatric problems I have found that when 
patients were able to communicate in a more satisfac- 
tory manner with their mates, some of their other con- 
flicts seemed to decrease proportionately before they 
gained insight into their personality problems. 


Next in order after inadequacy and frigidity, the 
behavioral aspect of interpersonal communication is 
one of the causes of sexual conflict. It is considered 
that basic personality can be an underlying factor in 
excessive demands, sadistic acts, rejection and denial 
of fore-pleasure, impotence, lack of sexual desire, and 
masturbation. But at the same time it can be the state 
of the communicant or the state of the receiver that 
worsens these conditions and causes them to be more 
of a conflict than they might be otherwise. If the com- 
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municant is communicating noise and the receiver is 
interpreting the noise, then the mutual interest is lost 
and the sexual act may become mechanical, a function 
of supply and demand. Such complaints (which may 
be of psychopathologic origin) as demanding or insult- 
ing behavior, promiscuity, lack of physical attraction to 
the opposite sex, and fear of pregnancy can be com- 
municated as the noise of rejection. 


In considering the “semantics” of interpersonal 
communication expressed in these cases, it is noted 
that it seemed necessary for each mate to be right. 
When the communication used was misinterpreted be- 
cause of the noise involved, there was the desire to 
force the information, verbally or physically ; in return, 
because of the noise received, the receiver felt the need 
to force, verbally or physically, the reply. In other 
cases there were withdrawal and refusal to attempt 
verbal communication. These semantic manifestations 
are described by Johnson’ as being “verbal cocoons.” 
He elucidates on some of Aristotle’s observations and 
teaching and speaks of the “‘as-ifness” of the behavior 
and language of his people. He says that, according to 
Aristotle, the people always seem to talk and act as if a 
thing is what it is; they talk and act as if something 
must or must not be a particular thing ; and they speak 
and behave as if they assumed that something that is a 
particular thing cannot also not be that particular thing. 


This is a characteristic of our culture which has 
been handed down for generation after generation. It 
was true in Aristotle’s’ time 2300 years ago, and our 
orientation has not changed to any significant degree. 
Is is still common to hear a man say, “My old man 
says such and such,” or a woman say, “My mother 
says such and such.” In such instances it appears that 
each one is trying to prove he is right. It is not the 
words or language which is reacted to, but the way in 
which the individuals speak or behave and the state of 
the receiver. Darwin* says, “The movements of ex- 
pression . . . serve as the first means of communication. 
... They reveal the thoughts and intentions of others 
more truly than do words, which may be falsified.” 


From recent studies at Yale University” it was 
found that role playing could produce a marked in- 
crease in opinion change upon a listener when the indi- 
vidual displayed a relatively great amount of improvisa- 
tion in his talk or when he felt comparatively well 
satisfied with his oral speaking performance. It is 
believed that the first factor suggested the rewarding 
effects of the individual’s sense of achievement or 
feelings of satisfaction with his performance. From 
the findings in these experiments it can be noted that 
interpersonal communication tending directly to convey 
information desiring the receiver to alter an opinion 
was successful when the communicant was able to 
present the material in a manner of his own and when 
he was rewarded with self-satisfying feelings. In the 
Yale experiment there were passive receivers for the 
information received. From the statistics in this analy- 
sis there appear to have been no passive receivers in 
these marital situations; because of the noise having 
more meaning to them, each receiver resisted the infor- 
mation, or the communicant lacked ability to improvise, 
sell, or be satisfied with his own communication ability. 
The partners did not seem to want to change their 
opinion in order to adjust better in their marriage, or, 
in this close interpersonal relationship, they found no 
self-satisfaction from their performances in interper- 
sonal communication. 
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The reason for marriage was given in 21 of the 
husbands’ histories and in 25 of the wives’ histories. 
Only five of the husbands stated they married because 
they were in love with their wives. One man, however, 
did state he was physically attracted to his wife and 
“in love.” Other reasons were given, such as “nice 
girl,” “fine girl,” “nice kid,” “didn’t smoke or neck,” 
“wanted a companion,” “because she was a virgin,” “‘to 
make sex legal,” “wanted affection,” “the animal urge,” 
and, in three cases, the wife was pregnant. 

Twelve of the wives stated they married for love, 
2 because of physical attraction, 2 because they were 
pregnant, 2 to get away from home, 2 because the hus- 
band was persistent; other single reasons were “lone- 
ly,” “just picked someone,” “thought he would make a 
good father and be a good worker,” “admired him,” 
and “starved for affection.” 

Ruskin,’ after 7 years’ experience with group psy- 
chotherapy for husbands and wives, has -found that 
the “status of being married” was the leading reason 
for marriage in most of the cases with adjustment 
problems. This held true for both husbands and wives. 
They had not married because they loved each other. 

Terman" refers to the Burgess and Cottrell re- 
search which attempted to predict the outcome of mar- 
riage—happiness, separation, or divorce. The tests con- 
sisted of various psychologic methods to determine 
scores on marital aptitude, happiness, and sex adjust- 
ment. In 1946 they were able to state that happiness in 
marriage is definitely influenced by the attitudes the 
partners bring into it. The aptitude and happiness 
scores were predictive of divorce to a high degree, but 
the sex adjustment scores had very little predictive 
value. 

The reasons given for the marriages in this study 
are reflected in the interpersonal communication prob- 
lems. For the many reasons given by the husbands it 
seems that they wanted for a partner someone who, 
according to their standards, behaved pleasingly and 
was acceptable in a societal setting. Six of them mar- 
ried for sexual reasons and one for a companion; 
one stated that he was pushed into it because of his 
boss. For the wives, other than love for the husbands, 
four married for sexual reasons, two others because 
of the man’s character, and the balance because of their 
own needs and wants. What appears to be selfish moti- 
vation and not mutual interest for the marriage was 
carried into the communication adjustment. The noise 
of the information was the attempt for each to project 
his ideas to the mate either by verbal or physical force 
or withdrawal. The mutual interest necessary for in- 
formation to be received as information was perhaps 
lacking even when the marriage was decided upon. 


CONCLUSIONS 
From this study it is concluded that difficulty in 
interpersonal communication is the leading causative 
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factor in marital maladjustment. The couples studied 
were unable to interpret information as such in their 
interpersonal communication because of the noise in- 
advertently or advertently conveyed with the informa- 
tion. The state of the receiver would be conditioned 
for noise only after constant association with it. The 
couples were aware of this difficulty and felt it to be a 
paramount factor in their maladjustment since it was 
present in 100 per cent of the complaints. An exami- 
nation of the data suggests that the financial, social, 
sexual, child, and religious problems were a continua- 
tion of the same difficulty they encountered in inter- 
personal communication. 

The quality of interpersonal communication in 
these marital cases did not expand the personalities 
of these individuals nor allow either partner to take on 
in any measure the attributes or capacities of the other. 
Neither did they consciously or unconsciously in their 
communication give each other love, understanding, or 
moral support, and the spouse was not made to feel 
that he amounted to anything. Each couple was com- 
posed of two people unable to communicate in a man- 
ner acceptable to both; each wanted to be right in his 
own communication. 


SUMMARY 

Sixty psychiatric case histories consisting of 30 
unhappily married couples have been reviewed to de- 
termine the value of interpersonal communication in 
relation to other areas of adjustment in marriage. 

From the descriptions given by the patients, the 
material has been selected and placed under the respec- 
tive headings considered as areas of adjustment in mar- 
riage—religion, social intercourse, sexual communica- 
tion, finances, interpersonal communication, and child 
problems. All complaints and conflicts have been listed 
under their respective categories and grouped under 
descriptive headings. The frequency of these traits 
has been listed. 

The ages of the couples, cultural differences, 
parental background, reasons for marriage, and pre- 
senting complaints about the marriage have all been 
taken into consideration in the study. 

A review of the data has revealed that in all cases 
there was difficulty with interpersonal communication ; 
80 per cent had difficulty with financial problems, 70 
per cent with socialization, 60 per cent of the males and 
53.3 per cent of the females with sexual problems, 40 
per cent with child problems, and 13.3 per cent of the 
males and 3.3 per cent of the females with religious 
problems. 

Age differences, parental broken homes, and rea- 
sons for marriage have been noted as possible con- 
tributing factors in both marital and communication 
difficulties. 
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One Hundred Males Arrested for Homosexuality 


H. E. HIGLEY, D.O. 


Still-Hildreth Osteopathic Sanatorium 
Macon, Mo. 


PROBLEM 


. Under the provisions of the California Sexual 
Psychopathy Act, many persons convicted of deviant 
sexual behavior are ordered by the courts to seek 
psychiatric services... So many of these individuals 
come to the Meyers Clinic for care that homosexuality 
is second only to schizophrenia in diagnostic frequency 
at the Clinic. 

This study is devoted to a statistical evaluation of 
100 of these males—some of the more pertinent charac- 
teristics at the time of their arrest, their environmental 
and developmental histories, and the circumstances un- 
der which arrest occurred. 


METHOD 


The 100 cases were chosen at random from the 
active and inactive case history files of the Clinic. The 
histories were taken by various examiners at the Clinic 
to whom the patients happened to be assigned. 


The basic personality structure of the patients was 
diagnosed at Clinic staff conferences after the Clinic 
staff had completed psychiatric surveys and psychologic 
testing. 


It is obviously easy to classify accurately the pa- 
tients according to age, occupation, marital status, et 
cetera. However, such factors as childhood relation- 
ship to parents, use of alcohol, or early childhood 
sexual experiences would vary according to the 
memory and cooperativeness of the patient and elicita- 
tion and interpretation of information by the various 
persons taking the histories, especially in view of the 
fact that no standardized history outline or series of 
questions was utilized in some of the earlier cases. This 
accounts for the “no information” column in several of 
the tables. 


The factors considered under the general classifi- 
cation of status at the time of arrest are age, race, 
education, marital status, occupation, sexual orienta- 
tion, extent of use of alcoholic beverages, and circum- 
stances of the arrest. Under environmental history are 
the nature of the attitudes of each parent toward the 
patient, the nature of the circumstances which consti- 
tuted the patient’s childhood home, his sources of 
sexual information, and the age at the time of the first 
postpubertal homosexual experience. Under the cate- 
gory pertaining to parents and home I have attempted 
to determine the most significant and predominant 
attitudes of the patient, as recorded in the history. 

Under the heading “prepubertal sexual experi- 
ences” are considered mutual genital examination with 
(1) girls or (2) boys of the same age or (3) older 
boys. Next are listed prepubertal attempts at sexual 
intercourse with boys and with girls, early oral-genital 
contacts, and genital fondling (1) by other boys and 
(2) by men. Also under this heading is the memory of 
punishment or of guilt feelings resulting from the 
mentioned experiences at the time they occurred. It is 
obvious that an individual might experience one or 
several of the types of childhood sexual experiences 
listed. Each individual was recorded under as many 
types of experience as were mentioned in his record. 


RESULTS 
The ethnic derivation of this group was predomi- 
nantly European (Table I). The homosexual files at 
Meyers Clinic include patients from virtually all 
numerically significant races and nationalities residing 
in Los Angeles County. 


__ TABLE I 

_ Ethnic group Percentage 
White 
Mexican 9 
Negro 4 


In their cross-cultural study of homosexuality, 
Ford and Beach’ report that in only twenty-eight of 
the seventy-six societies for which information is avail- 
able is adult homosexuality reported to be absent, rare, 
or carried on only in secrecy. It is to be expected, they 
add, that this estimate would run considerably below 
actual incidence since this form of sexual expression is 
condemned in these twenty-eight societies. The penal- 
ties range from ridicule to death. 

At the time of arrest the age extremes were 17 
and 55 years (Table II), the greatest incidence being 
in the 21- to 30-year groups. Kinsey, Pomeroy, and 
Martin® report the highest frequency of homosexual 
orgasm in the 35-year-old group, averaging 1.7 per 
week compared with 1.3 per week in the 25-year group. 
This discrepancy between their figures and mine may 
indicate only greater discretion with advancing years, 
resulting in less frequent arrests. 


TABLE II 


Age at time of arrest Percentage 
17-20 4 
21-30 46 
31-40 35 
41-50 12 
51-55 3 


The educational background (Table IIL) of these 
individuals is the widest imaginable, varying from 3 to 
20 years of formal education. The fact that 44 per 
cent of this group had from 1 to 8 years of college 
work supports the thesis that the incidence of homo- 
sexuality increases with intellectual advancement, 
agreeing with the findings of Kinsey and his asso- 
ciates.? 


TABLE III—EDUCATIONAL BACKGROUND 


Years Education Percentage 

3- 8—Grammar school 11 
9-12—High school 44 
13-16—College 37 


17-20—Graduate 
__No information 


The influence of homosexuality on the incidence 
of marriage is well illustrated in comparing the sexual 


orientation (Table IV) with the marital status (Table 
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V) of the group. Although 55 per cent claimed to 
have had satisfactory heterosexual relationships, only 
24 per cent of the group had ever married and six or 
25 per cent of these were divorced. 


TABLE IV 


Sexual orientation Percentage 
Homosexual 4H 
Bisexual 34 
Transvestite 1 
Heterosexual 
FABLE V 
Marital status Percentage 
Single 76 
Married 16 
Divorced 6 
Widower 2 
The one individual classified as a_ transvestite 


( Table IV) was arrested for making a sexual approach 
to a vice-squad officer in a public park while dressed as 
a female. The man listed as heterosexual denied any 
homosexual experience whatever and claimed that his 
arrest was unwarranted. He had lived with a woman 
for 1 year several years previously but was living 
alone at 32 years of age, the time of his arrest. The 
basic diagnosis for him was schizophrenia, nonpsy- 
chotic. Nine others steadfastly denied any overt homo- 
sexual experience (Table VI) in early interviews, but 
the diagnosis achieved in staff conference was in most 
cases later validated clinically. 


TABLE VI 

Age of first postpubertal 

homosexual experience Percentage 

20 
16-20 33 
21-30 18 
31-48 5 
Experience denied 9 
No information 6 


Occupationally (Table VII) only 9 per cent of the 
group are in the types of occupations commonly asso- 
ciated with homosexuality, such as entertainment, cos- 
metology, and art, whereas the widest conceivable range 
of occupations is represented. 


TABLE VII 
Occupation Percentage 
Labor 27 
Clerical 24 
Business management 9 
Students 9 
Salesmen 7 
Food or liquor service 7 
Hospital attendants 4 
Teachers 3 
Entertainers 3 
Artists 3 
Cosmetologists 3 
Unemployed 1 


There also appears to be little correlation in this 
series between the use of alcohol and homosexuality 
(Table VITT). 
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TABLE 


Use of alcohol Percentage 
“Heavy 
Moderate 41 
None 12 
No information 38 


The predominant psychopathologic findings of the 
group centered about their homosexuality (Table IX), 
and schizophrenia was the only other finding of any 
numerical significance. 


TABLE IX 
Basic diagnosis Percentage 
Homosexuality 87 
Schizophrenia, nonpsychotic 
Transvestism 

Organic brain damage 
Psychopathy 

No diagnosis 


The greatest number of men (45 per cent) were 
arrested for making homosexual advances to a vice- 
squad officer (Table X). Another 17 per cent sub- 
mitted to advances made to them, they said, by vice- 
squad officers. In most instances arrest occurred when 
the patient made physical contact with the officer by 
touching his leg or groin. Most of the remainder were 
observed in homosexual acts in various public places. 


“TABLE 

Circumstances of arrest Percentage 
AXpproached officer 
Approached by officer 17 
Observed in public toilet 16 { 
Observed in theater 6 
Observed in Turkish bath 5 
Other 10 
No information 1 


It was the first arrest for 88 per cent of this group 
(Table XI), but one man stated that this was his 
fourth arrest. In this instance he had made advances 
to a vice-squad officer in a “gay” bar. 


Number of arrests. Percentage 
‘First 
Second 7 
Third 4 

1 


The most significant factor in the childhood en- 
vironment of this group of men is probably the rela- 
tionship of the child to his parents. The incidence of 
broken homes (Table XII) is relatively low (18 per 
cent), and instances in which overt conflict between 
the parents was recorded is minute (4 per cent). 


TABLE 
Childhood environment 


Parents divorced 
Parents separated 

Death of one parent 
Illegitimate 

Adopted 

Conflict between parents 
Parents together 

No information 


Percentage 
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The number and sex of siblings (Table XIIT) 
does not seem to be of any significance. 
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The most frequent source of information had been 
their playmates. 


“TABLE XVI 


TABLE XIII 
Siblings Percentage Major sources of sex information Percentage 
None 19 Playmates 45 
Male only 16 Parents 17 
Female only 1] “None” 10 
Mixed 54 Chureh 4 
School 2 
Only 19 per cent of these men reported a good — oe - 
relationship with a .father-figure (Table XIV). The 
No information 18 


others reported that their fathers were strict and rigid, 
alcoholic, rejecting, hostile and cruel, or ineffectual, in 
decreasing order of frequency. Only 3 per cent com- 
plained of overprotective fathers. 


Relationship with father Percentage 
Good 19 
Strict and rigid 16 
Alcoholic 14 
Rejecting 12 
Hostile and cruel 11 
Ineffectual 11 
Overprotective 3 
Early death or separation 10 
No information 4 


Whereas 28 per cent of the men reported a good 
relationship with their mothers (Table XV), the most 
frequent complaint, another 28 per cent, was of over- 
protection and domination by the mother. Strictness 
and rigidity rank second in order of numerical fre- 
quency, with ineffectualness coming third. Only 5 per 
cent complained of rejection by their mothers, and 1 
per cent of hostility and cruelty. 


TABLE XV 


Relationship with mother Percentage 
Good 28 
Strict and rigid 12 
Alcoholic 2 
Rejecting 5 
Hostile and cruel 1 
Ineffectual 9 
Overprotective 28 
Early death or separation 4 
Promiscuous 4 
No information 7 


Thus in this study it would appear that the lack 
of good parent-child, especially father-son, relation- 
ships is perhaps the most significant factor of the 
home environment in this group of homosexuals. It 
again demonstrates the obligation of parents to provide 
warm and permissive home environments for their chil- 
dren if the children are to achieve the emotional sta- 
bility and psychosexual maturity expected by society 
and demanded by law in our culture. 

The patient who was at the Clinic following his 
fourth arrest described his father as an alcoholic and 
brutal in his punishment, and his mother as an un- 
happy, ineffectual woman who had no time for her 
seven children. He learned about sex from his peers 
and from adult homosexuals and had been exclusively 
and actively homosexual ever since his first experience 
at the age of 10 years with an adult homosexual. 

Only 17 per cent of these patients received any 
information about sex from their parents (Table X VT). 


The remainder of their childhood sexual experi- 
ences are tabulated in Table XVII. The information 
presented does not represent answers to a_ specific 
group of questions but is a summary of information 
gleaned from the notes recorded in the course of taking 
routine psychiatric histories. Unfortunately this type 
of information was lacking in 27 per cent of the his- 
tories. However, in the remaining 73 per cent, prob- 
ably the most significant figure is the 29 or 40 per 
cent who reported having experienced genital handling 
by men in their prepubertal vears. 


TABLE XVII 


Prepubertal sex experiences Percentage 
Mutual genital examination with 

girls 19 

boys 19 

older boys 6 
Attempted intercourse with 

boys 

girls 
Early oral-genital contacts 2 
Genital handling by 

boys 1] 

men 29 
Punishment for experiences 5 
Guilt about experiences 17 
Number for whom there is no 

information 27 

Total reported experiences 120 


It will be noted that the seventy-three persons re- 
ported a total of 120 different childhood sexual experi- 
ences of various types. In some instances the type or 
types of experience were had only once; in others they 
were repeated numerous times over a period or periods. 
The absence of a record of guilt feelings and punish- 
ment related to the experiences mentioned in twenty- 
two instances does not mean that it, like the other 
experiences, was specifically denied. This table is pre- 
sented for its general interest and would certainly tend 
to justify the rather severe attitude of our laws and 
courts regarding sexual approaches of adults to minor 
children. 

SUMMARY 


One hundred adult males arrested for homo- 
sexuality in Los Angeles County have been statistically 
evaluated according to their status at the time of arrest, 
the circumstances of their arrest, and some factors of 
their childhood environments. The childhood sexual 


experiences of part of the group were also tabulated. 

A major portion of these men were first arrested 
between 21 and 40 years of age; they were found to 
be bisexual, single, and of better than average educa- 
tional experience, but of relatively less economic 
achievement than would be expected. 
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Their relationships with their parents were rather 
consistently of poor quality, and their sources of sexual 
information were very haphazard. 

The outstanding feature of their prepubertal ex- 
periences was that nearly half of those reporting had 
been at least handled genitally by adult males. 

CONCLUSIONS 

Homosexuality appears to be more frequent in 
those of greater intellectual achievement. Whether 
homosexuality is a cause, as implied by Cory,* or a 
result, as suggested by Kinsey and his coworkers,’ is 
a moot question. 
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This series suggests that the homosexual may have 
difficulty in utilizing his capacities to his economic ad- 
vantage. There seems to be no doubt that homo- 
sexuality inhibits his achieving marital satisfaction. 

The seeds of homosexuality like those of schizo- 
phrenia, which appear to be related, seem to germinate 
because of a lack of adequate parent-child relationships 
and are most adequately nurtured by overt sexual ex- 
periences at an early age with older homosexuals. 

As Saul* has written, “There are no problem chil- 
dren, there are only problem parents’—and problem 
environments. 
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“Tractable Pain” During Psychoanalysis 


PAUL B. HARBOUR, D.O. 
Milton, Mass. 


In a recent remarkably frank and human biog- 
raphy of Freud,’ a particular fragment (among many ) 
struck my fancy and captured my attention. It would 
not be correct to say that this particular point is some- 
thing new which has recently “dawned on me,” but it 
is an example of one of “those things one knows” 
which so commonly bursts upon one with new clarity 
when written by someone else. 

In a letter to Wilhelm Fliess dated April 16, 1896, 
Freud wrote, “I have come back with a lordly feeling 
of independence and feel too well; since returning | 
have been very lazy, because the moderate misery 
necessary for intensive work refuses to appear.” Jones 
also says that for a period of probably about 10 years, 
Freud apparently suffered from a psychoneurosis, but 
it was at the peak of his neurosis (1897 to 1900) that 
his most original work seemed to appear. In this 
period Freud apparently oscillated between intervals 
of well-being and depression with consequent in- 
hibition. The latter phase interfered with his writing 
and ability to concentrate in thinking, resulting in bore- 
dom from which he turned to one thing or another 
of intended recreational nature.** 

The type of disturbance to which I| refer as “tract- 
able pain” is an experience shared by all people, even 
the healthy, at various intervals during the course of 
normal living. It is common for anyone to feel vari- 
able degrees of discomfort when this experience is 
encountered and if an attempt is made to pursue the 
nature of its meaning. In practically every instance 
investigation gives rise to discomfort in the more de- 
sirable state of ego-complacency which is more wit- 
tingly accepted as fundamental to the congenial state 
of contentment. In other words, interrogative effort 
arouses an inner resistance against any threat that 
might alter the structure of current feeling and thought. 
Although such resistance may not be judiciously found- 
ed, it is, nevertheless, indicative of the general human 
desire of avoiding pain. When the assumptive approach 
to life is confronted with apparent incongruities, the 
prospect of pain is anticipated, or even felt, because 
the shock-effect penetrates beyond the assumptive level 
into the evaluational background which has been estab- 


lished by long and arduous experiential endeavors. 
This is again a repetition of the pleasure-pain (reality ) 
principle advanced by Freud as requisite to the efficient 
adjustment of the individual within his environment. 

In the emotionally disturbed individual, frequently 
referred to as psychoneurotic, this state of disturbance 
is even more painful because it is superimposed on an 
already existing struggle to maintain some personality 
integration. To maintain ego-integrity and balance be- 
tween the ego structure and the unconscious, such a 
patient exerts strenuous effort in attempting to embrace 
pleasure and avoid pain in himself. The variety of 
devices he may employ in his efforts extend all the 
way from mild degrees of depersonalizations (short 
of psychosis) to complicated and numerous preoccupa- 
tions of social indulgence intended to provide him with 
any manner of distraction that draws him away from 
self-attentiveness. 


The “pain” referred to above is of psychic nature. 
It is not strictly identifiable with anxiety although 
I am increasingly prone to appreciate a relationship. 
For purposes of discussion | have arbitrarily separated 
it from anxiety, as it is more commonly known, into 
what is, perhaps, an artificial partitioning. Likewise, 
| have referred to it as “tractable” inasmuch as it is 
not present in every psychoanalytic session, nor may 
it be present for the entire duration of any one session. 
Its significance seems to be in its utter necessity during 
psychoanalysis if even intermittently present. To me, 
it suggests the evidence of a need for change within 
the patient, a subjective preconscious awareness, or 
even an impending awareness of this need for change, 
and an objective evidence of the patient’s conflict is 
his trying to rearrange the established order of assump- 
tions to incorporate new, extended, and primarily in- 
congruous-seeming aspects of knowledge. 


The presence and significance of this state of 
tractable pain may, perhaps, be understood when the 
process of its origin and development in any human 
being is briefly reviewed. It is generally agreed that 
the average or non-neurotic person has no desire to 
suffer or increase the degree of whatever suffering to 
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which he may be subject. Yet in the process of living, 
from the earliest phases of development, each individ- 
ual is inevitably confronted with frustration. In the 
earlier years of development the experience of painful 
frustration is always widely disseminated, or general- 
ized, causing a more or less total feeling of distress. 
As the individual chronologically matures and accrues 
experience he suffers many frustrations with conse- 
quent psychic pain. By contrast, this psychic pain is 
not so generally disseminated but is experienced only 
in portions of his ego referable to the area traumatized. 
In other words, the psychic discomfiture does not ex- 
tend to a completeness resulting in total ego-dysfunc- 
tion that is more characteristic of earlier life. 


Here it is well to recall the contrast between fears 
and anxieties. Fears refer to the state of apprehen- 
sion occurring in a related way to specific, discrete, 
and discernible threats which the individual encounters 
in reality and which may be evaluated. Anxiety is, 
rather, a diffusional tension either of seemingly un- 
known or uncertain origin, or it may be subjectively 
related to an external danger that is proportionately 
magnified beyond the point of realistic appraisal. Both 
states of apprehensiveness may occur together, as we 
often observe in practice, but the actual difference lies 
in the infantile basis that causes irrational tension or 
anxiety despite the chronologic maturity of the suf- 
ferer. Normally, one may recognize that fear is related 
to an obvious danger, and this is well, in order to 
establish rational defenses in an efficient application 
of foresight. If it is a diffused or generalized anxiety 
there is a return to the earlier infantile or childhood 
levels of reaction resulting in aimless or diffused appre- 
hension inductive of irrational action, or the equally 
irrational attempt to negate or deny the presence of 
threat whether it is external or internal. When it is 
the latter, internal, then it is far more difficult to 
recognize subjectively or even admit because in child- 
hood it is so much more of a task to distinguish the 
psychic aspects of inner origin. 

All of the various forms of reaction picture the 
self-defense of the neurotic character structure. Each 
form of reaction portrays a struggle that originated in 
the patient as a child in conflict with the demands or 
pressures of his environment. At the earlier phase of 
his development when he was confronted with the ne- 
cessity of yielding his own demands to more over- 
powering external forces, he did so by burying deeply 
the resentment he felt toward such impositions. All 
this occurred in such a fashion as to painfully invoke 
an awareness of his own helplessness as well as his 
need for love and care. Uncertainties as to what he 
may or may not express, as well as expect, were suf- 
ficient to make him anxious and distrustful. Such dis- 
trust made it difficult for him, as a child or an adult, 
to make new efforts at adaptation and to avoid under- 
taking an emotional relationship with new objects. To 
make the necessary adjustments in reality the individ- 
ual must learn the nature and meaning of his defenses ; 
this is his achievement of insight. But to utilize these 
insights in a meaningful and beneficial way is another 
task in personality change, which Freud summed up by 
saying that where id was there shall ego be.* 


The particular pattern or manner of thinking of 
any patient is the result of the accumulative meanings 
or assumptions derived from the evaluational proce- 
dures of experiences extending back into childhood. 
Inasmuch as the evaluation backgrounds for meaning 
refer to particular experiences in actuality or phantasy, 
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sO a person tends to construct his behavior upon pre- 
vious situations which were found to be appropriate 
even though they may be reactions long since past. 
This seems to be particularly true when pressures of 
psychic content color more current situations suggestive 
of varying degrees of frustration. The ability to dis- 
criminate elements of a current situation is disjointed 
by the threat of seeming frustration and the anxiety 
that arises in consequence. When the clarity of dis- 
crimination is impaired it is usual to resort to previous 
and earlier ways of evaluating and reacting, despite 
the incongruity due to chronologic differences, in an 
attempt to compensate for the lack of surety.* 


It may be suggested that much change occurs 
beyond the extent of that material worked past re- 
pression and back into consciousness. It was originally 
Freud® who, in his work on dreams, presented the 
plausible basis for change following only after action, 
wherein action had been preceded by a sufficient quan- 
tum of energy of tensional proportions. Although no 
one is free of tension, it is at its minimal accumula- 
tion when an individual’s life is well ordered. When 
tension is increased, the well-adjusted individual can 
make appropriate changes or learn appropriate behavior 
without being unduly disturbed, because he can choose 
and modify his behavior if he finds it maladaptive. 
This is in contrast to the neurotic individual who is 
already subject to the pressure of unconscious tensions 
and to whom any further consideration of change is 
painful as it evokes the experiencing of tension already 
aroused, 


If we consider what we commonly observe during 
psychonalytic therapy, further clarity follows. Inas- 
much as we are confronted with a patient who is seek- 
ing relief from distress, we have reason to wonder 
why he seems to cling so tenaciously to his symptoms, 
why he is prone to shift to substitute symptoms or 
complaints, and why he seems to be so intensively 
resistant in enacting changes in and around him. Why 
is practically every slight step toward improvement fol- 
lowed by a slide backward into a further entrenchment 
despite its subjective discomfort? Why does the patient 
experience an inner discontent which colors the quality 
and extent of his relationship with his environment ? 
And mostly—why do the greatest therapeutic strides 
apparently take place during these phases of the pa- 
tient’s subjective discomfort, even though the visible 
therapeutic effects may not become apparent until a 
later time? Each of these questions bears a relation- 
ship to an important crux in the entire precess of 
therapy, namely, the relationship of tractable pain to 
the development of insight and to the effort of reor- 
ganization of more expedient frames of reference in 
the basic evaluational system of the patient. 

During the course of a patient’s psychoanalysis we 
see passing before us a number of features that are 
part of the process of learning. It is significant that 
as a‘patient recalls details of his life and verbalizes 
these, he is quite frequently subject to discomfort, 
because recall of certain incidents to which he has 
assigned negative values occasions psychic pain of 
shame, disgust, fear of recurrence, and the like. Recall 
of incidents of even deeper negative values may be 
verbalized with no emotional accompaniment, for here 
it has become essential for the patient to divorce 
painful emotionality from the content matter of the 
incident. Both of the above instances refer to events 
or memories within the range of recall, emerging prob- 
ably from the preconscious. But many layers of basic 
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strata still remain in the unconscious and potently 
influence the conscious feeling-tone of every individual. 
It is in these basic stratifications we can find the clue 
to the extent and quality of pain that seems to ebb and 
flow in every patient. 

There are many ways in which each patient gives 
evidence that he is in a stage of tractable pain during 
therapy. Although these episodes are resistances and 
although they may or may not show coincidental 
anxiety, certain manifestations seem more clearly rep- 
resentative of one of these phases. Primarily, the 
patient seems to be discontented, even though he may 
have shown some degree of improvement which he 
himself can recognize. This discontent is fairly easy 
to recognize; often the patient’s facial appearance or 
manner of walk as he enters the treatment room will 
be a signal to the therapist. This awareness comes 
only after some length of practice, and particularly 
after sufficient time passes to enable the therapist to 
know the patient. Although the patient may present a 
seemingly amiable appearance or a certain jocularity 
of speech in greeting, one receives the impression that 
this manner is only on the surface, despite the rather 
excellent dramatic capacities of certain patients. Fur- 
ther assurance is likely to be obtained during the first 
10 or 15 minutes of the particular session. The patient 
may seem to be “dry” as far as his ability to verbalize 
upon almost any or all considerations that arise once 
the therapeutic session has begun. I do not feel this 
to be entirely the same as the “dryness” of resistance 
in a negative phase of transference, for in the situation 
I am describing the patient does not view the therapist 
as an opponent, and this particular point can be verified 
by careful but indirect sounding out of the patient. 
It is not an active antagonism by the patient to a non- 
rewarding, punishing, or threatening parent-surrogate. 
If antagonism or negativism is felt, it is toward him- 
self that the patient feels it, and suffers it in ex- 
pressions of self-condemnation, self-accusations, lack 
of clarity of purpose, lack of sureness, lack of com- 
municativeness, and many other abnegating processes. 
It is as if the whole tenor of life is tuneless; not out 
of tune, not discordant, but seemingly just pallid. 


Though it is often the custom of the patient to 
refer to his discomfiture as being caused by reality 
situations, more often than not such blame is found 
to be actually the projection of the patient’s inner con- 
flict. Even when there is a reason in the reality of the 
patient’s assumptions for his discomfiture, the degree 
of emphasis toward his environment is usually sub- 
jectively more heavily weighted than it would be by 
careful objective observation. 


Particularly in his attitude toward the therapist 
in the phases of transference does the patient reveal 
the manner and cause for his clash with inner opposi- 
tions and oppositions toward the outside world. I do 
not wish to undertake a discussion of transference 
phases here, but willingly admit the importance of 
transference and further admit that the stage of tract- 
able pain is but a part of transference insofar as the 
patient may enact toward the therapist, or indirectly 
attribute to the therapist, the basis of his current dis- 
comfiture. 

The number and variety of ways in which a 
patient may seek to express and release his tractable 
pain preclude any possibility of full coverage in a 
paper such as this. Suffice it to say that each form 
of expression is singular to the individual, that it can 
be appreciated by the therapist only in reference to 
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the Gestalten of the patient, that it can be recognized 
by the patient only as his self-unfolding leads to in- 
sight whether guided by the therapist or not, and that 
it can only be acted upon by the patient when, to use 
that time-honored phrase, “he is ready.” 

During these particular phases alluded to as tract- 
able pain, as well as during the entire course of psycho- 
analytic therapy, there are certain therapeutic policies 
which are helpful to the patient and which assist his 
motivation in continuing treatment. Once we begin to 
understand what the patient’s behavior is attempting 
to express at this time, it is our handling that will assist 
him in working through any of these phases. 

Primarily, in the manner best suited to the par- 
ticular patient, we must give him reason to be aware 
that our interest and understanding are by no means 
diminished or altered. This is probably best done by 
indirect ways of reassurance rather than by any direct 
pleading that he continue despite his immediate dis- 
content. If we convey to him our empathy toward 
his discomfort without giving him reason to feel that 
we are at all concerned regarding a favorable outlook 
or that we are critical of him in his abnegations, 
we can prevent him from feeling that we are enacting 
the roles of authoritative figures which are so potent 
in his unconscious defenses. Also we must allow him 
to proceed at his own pace by realizing that his hesita- 
tions and other maneuvers are defensive mechanisms 
intended to hold in check his potential anxiety, which 
may become turbulently surfaced if our investigative 
zealousness prevents delaying a direct attack upon these 
vulnerabilities until a more suitable time. It is usually 
better to make the approaches indirect and not to in- 
terpret before the patient has achieved the capacity 
to bear the effects and to comprehend the interpre- 
tation. 


During these intervals of increased but transitory 
discomfort, the patient is often subject to states of 
dejection which he deputizes to his analysis or to 
current unfortunate events in his life. Admitting the 
possibility of an element of truth in the two complaints 
above, it is actually more an attempt by him to displace 
the pain of the inward struggle toward an external 
object. It is far more convenient at this point for 
him to try and assuage internal evaluative disruptions 
by negation of them, and by discovering an external 
“patsy” to be the subject and serve as a deflector of 
attention. If the analyst gives neither acceptance nor 
denial to these diversions, he permits the basic cause 
to be thrown back to the patient. 


Insofar as all patients want urgently to be ac- 
cepted and to be liked, it is occasionally wise to com- 
municate the empathy of the analyst to the patient 
by seeing things from his point of view and saying so 
and by augmenting the suggestion that the patient is 
fully acceptable to the analyst through facial expres- 
sions and other nonverbal behavior, such as gestures, 
intended to convey the giving of necessary support to 
this uncertain and troubled person. 

When the patient follows, as closely as he is able, 
the free-association technic of psychoanalysis, he can 
more or less establish his own pace, and when he ap- 
proaches anxiety-invoking subjects, his pace tends to 
slow down. It is. better to permit this unless the ther- 
apist feels that the patient can actually stand a greater. 
degree of discomfort. By allowing the patient to set 
his own pace and as long as he is making progress, 
it seems more profitable to avoid interrupting with 
interpretations. On other occasions when the patient 


(14) 
200 


seems to be bogging down in free-association, and when 
this is accompanied by evidences of tractable pain, it is 
usually time for intervention. 
The therapist has a useful tool in the “dosing” 
of interpretation to induce the requisite amount of 
discomfort that will motivate the patient toward fur- 
ther conscious cooperation. The time to bring forth 
an interpretation regarding the patient’s dissatisfaction 
with life and the other manifestations of tractable pain 
is when the patient can be seen to be in that conflictual 
state. To me, it has seemed best to call attention first 
to the fact that the patient seems to be discontented 
with himself, his analysis, his therapist, his outer life, 
or whatever the therapist may feel is a good “launch- 
ing-spot.”” Whatever is used, satisfactory results fol- 
low when the therapist suggests, in an abstract way, 
that the patient seems to be somewhat at odds about 
something, rather than by attempting to pinpoint for 
the patient what he feels are the bases for discomfort. 
Then when the patient gets to the point of trying to 
express his feelings, the interpretation, if not too deep, 
will be rewarding and inductive of further association. 
According to the subject matter and depth of in- 
interpretation, a therapist may quite closely control the 
amount of psychic pain experienced by any patient. 
Particularly if the beginning interpretations are ab- 
stract and tentative, the patient can be prevented from 
experiencing more discomfort than he is able to bear. 
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INTRODUCTION 


It has been found that 10 per cent of school chil- 
dren have some speech impairment.’ Stutterers in 
the United States are considered to number between 
250,000 and 1,500,000. A 10-year study? of 33,339 
transfer students at the University of Michigan showed 
the incidence of clinical speech defective cases to be 
3.85 per cent. Of those in this group 50.7 per cent Had 
articulation disorders, 25.48 per cent were stutterers, 
15.04 per cent had voice problems, and 8.75 per cent 
had miscellaneous conditions including foreign lan- 
guage problems. 

The importance of having concern for adequate 
speech is pointed up by two areas of modern thought. 
One of the contributions of cybernetics is the idea that 
any organism is maintained by its ability to acquire, 
use, retain, and transmit informatidn. Speech is our 
major avenue for this transmission and is dependent 
upon the other abilities named. ~The metalinguists sug- 
gest an interesting value of speech to human beings. 
Their premise is that language precedes thought and 
that thought develops from language. If this is true 
the subject of this discussion.assumes an even greater 
dimension in the concern for normalizing speech, which 
is a major vehicle for language. ' 

Elaborate technics and systems of therapy for re- 
habilitation of these cases have been developed through 


the years. Exercises for articulation, tongue exercises, 
and strengthening technics for the soft palate have been 
instituted. Exercises of many descriptions have been 
used for stutterers, such as tapping while talking, 
bouncing speech, and certain ways of using parts of the 
articulatory organ. Some therapists have used a spe- 
cific psychotherapeutic approach along with these tech- 
nics. 

With the newer knowledge of speech and its de- 
velopment and pathology, many of these technics re- 
main. But emphasis is increasingly placed upon 
psychotherapy. 

Normal speech develops as a highly complex psy- 
chomotor behavior. The determinants for this condi- 
tioned-process include structure, physiology, neurology, 
psychology, and sociology. 

- Cobb and Cole* present an interesting concept of 
the development of speech. They divide it into five 
levels of integration and indicate the pathologic condi- 
tions resulting from dysfunction on each level. First 
is the neuromuscular level, which includes the periph- 
eral muscles of speech together with the neurons in the 
medulla oblongata and the axons to the muscles. Le- 
sions in these areas lead to dysphonia. The second is 
that of the corticobulbar neurons. Lesions here give rise 
to dysarthria. The cerebellum, the third level, coordi- 
nates many speech movements; lesions result in scan- 
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ning, explosive, and monotone speech. The cerebrum 
relating to understanding of the spoken word is the 
fourth level; lesions produce agnosia and dysphasia. 
The fifth level is a cerebral area having to do with 
stuttering when the mechanism is disturbed. It is 
thought to be closely connected with emotional expres- 
sion and with dominance of the major hemisphere or 
lack of clear-cut dominance. 

Implied in this concept of speech development is 
an emotional component. Ruesch and Bateson* define 
this by saying that a person in becoming emotion- 
ally mature is also learning to communicate more effec- 
tively, and learning to communicate more effectively 
will help his growth of maturity. This statement not 
only establishes the relationship of maturity with 
speech, which is our main means of communication, 
but it directs attention to the relationship of speech 
pathology and the need for psychotherapy. The rela- 
tionship is amplified by their statement that the task 
of psychiatry is to aid those who do not experience 
successful communication. This failure is present to 
some degree in all of the persons who seek psychiatric 
help. But the people who experience any failure in the 
very vehicle of the verbal communicative process would 
appear to be especially in need of psychiatric help. 

The failure may be, of course, at any level of 
speech development. As a result, intrapersonal and/or 
interpersonal relations are disturbed. Psychopathologic 
processes can be the cause or the result of such inter- 
ference. In any event, psychotherapy may be indicated. 

The osteopathic concept calls attention to the inter- 
relationship of all aspects of the body and its function. 
This is closely allied to our thinking in psychiatry and 
to the psychosomatic approach to the consideration of 
the patient as a person in his own milieu and in the 
larger environment. The personnel of this group is 
therefore in a position to understand and treat the 
person with speech problems. We must keep in mind 
that this discussion has reference only to a particular 
aspect of the management of the speech defective, the 
psychotherapeutic approach. 

Psychiatric therapy, according to Ruesch and 
Bateson,* is directed toward improving the patient’s 
system of communication. Our concern is with prob- 
lems which have developed within the verbal system of 
communication and the establishment of psychotherapy 
for the speech defective. 

A pertinent basic premise used by Ruesch and 
Bateson is that interference with goal-directed be- 
havior develops an alarm reaction. If the source of the 
interference cannot be cancelled, the sharing of the 
anxiety with another person through communication 
offers an acceptable means for handling the interfer- 
ence. Actually this can be recognized as the basis for 
most psychotherapy. Anxiety and frustration are even 
greater when the problem centers on the behavior itself, 
the actual process of the interpersonal communication. 
The behavior of which Ruesch and Bateson‘ speak is, 
in many speech defectives, the process of communica- 
tion. Speech, then, may be the source of the alarm 
reaction or it may be the inadequate vehicle for the 
expression of anxiety. 


I will not try to separate speech problems into or- 
ganic and functional disorders but will consider some 
of the speech disorders in which psychotherapy is indi- 
cated and determine the indication for therapy in each 
case. In other words, when verbal communication on 
any speech level is disturbed by or results in psycho- 
pathologic situations, it is our concern. 
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SPEECH PROBLEMS IN CHILDREN 

1 will begin the discussion of speech dysfunction 
with the child, for two reasons. It is in the child that 
many speech problems have their inception, and the 
psychotherapeutic approach is geared to the age, differ- 
ing in the child and the adult. 


The classification of speech disorders is of impor- 
tance in identifying the problem. For our purpose it is 
expedient to group the defects in terms of symp- 
tomatology. 


1. Mutism in the child is important psychiatrically. 
Mutism may occur because the child cannot hear. There 
appears not to be a specific “psychology” of the hard- 
of-hearing or deaf child, contrary to former belief, but 
when this child is not allowed to develop normally, 
when the response of those about him is different be- 
cause he cannot hear, he may develop psychologic prob- 
lems. In modern schools for the preschool deaf and 
hard-of-hearing child, such as the Tracy School in Los 
Angeles, the parents are required to participate in 
psychotherapeutic group situations and in group dis- 
cussions in order to help them develop an adequate 
environment for the child. The objective is to aid the 
child to develop normally in all ways, including speech. 
Myklebust* states that all schools for the deaf must 
provide programs of psychotherapy. 


The psychiatrist is needed for the deaf or hard 
of hearing when the child is brought to him as a be- 
havior problem. The psychiatrist should consult with 
a speech and hearing therapist. If the problem is deep 
rooted, psychotherapy of the parents may be indicated 
as well as play therapy for the child. Probably for the 
preschool child an adequate nursery school experience 
would enable him to adjust while the parents are in 
therapy. The objective is to aid them in the recognition 
of their feelings toward the child, eventually realizing 
a change in behavior toward him. 

Kanner® says that mutism is a frequent symptom 
of childhood schizophrenia. The child does not talk 
because he is so detached that he has no need for verbal 
communication. The anamnesis of the child and par- 
ents will confirm the diagnosis. Psychologic testing is 
also of value. Mutism may be a manifestation of a 
conversion reaction. In either situation the promoting 
factors may be perfectionist parents who are deter- 
mined to make the child talk early and who, with 
accompanying corrections and condemnations, attempt 
to coerce him into conforming. 

Psychotherapy is indicated in these cases. Permis- 
siveness is paramount. Group play therapy is found to 
be helpful. The child often will begin his speech life 
in the group or psychotherapeutic situation but retain 
his mutism at home for a longer period. Speech 
therapists and psychologists now are usually trained in 
a psychotherapeutic approach, but even though they 
conduct group discussions with the parents, it is ad- 
visable, in many instances, for the psychiatrist to have 
the parents in therapy. The child, too, may need psy- 
chiatric care, at least for a time. 

Adams and Glasner’s’ report on cases at Johns 
Hopkins Hospital indicate that in some children with 
mutism there is strong hostility and resistance to speech 
therapy. They emphasize emotional and environmental 
factors believed to contribute to the problem and con- 
clude that more investigation of the dynamic factors 
present in such cases is necessary and that therapy, 
particularly at the onset, should be psychotherapeutic 
in nature. 
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2. Delayed speech is the second early childhood 
speech problem. It is similar at the onset to mutism. 
However, in delayed speech the babbling stage is contin- 
ued. Delayed speech may parallel slow general develop- 
ment. It may be due to poor hearing, poor nutrition, 
early physical illness, and other causes. Often it has psy- 
chologic roots. Overprotection or anticipation of the 
child’s needs makes verbal communication unnecessary. 
Adequate conveying of ideas by an older sibling may 
underlie the problem. Whenever the child does not 
need to talk or is not given a chance to talk, delay in 
speech development may result. 


The implications for psychotherapy are innate and 
depend upon the existing dynamic factors. As in 
mutism, the parents as well as the child are often in 
need of psychiatric help. Often in these cases the gen- 
eral practitioner may work with a parent for 4 to 6 
months without placing the child in therapy. If the child 
responds in this period special work with him may not 
be indicated. It may be sufficient for him to experience 
the parental and environmental change in the home 
and/or have the experience of nursery school as a nor- 
malizing factor. In contrast, the mute child usually does 
not respond to this type of normalizing for already the 
emotional pattern is too deep seated. Consultation with 
a speech therapist is usually indicated. Frequently the 
speech therapist should work with the child while the 
psychiatrist is seeing the parents. 


3. Disorders of articulation, or dyslalia, appear in 
children of all ages. Nothing supplants an adequate 
physical and neurologic examination of these children. 
It is advisable to seek the aid of a speech therapist to 
determine whether the articulators are functioning ade- 
quately. Faulty articulation means sound-substitution 
or sound-omission. A criterion for normal sounds can 
be established by the physician if he will say words in 
front of a mirror and note the visual, auditory, and 
kinesthetic movements of the tongue, jaw, lips, cheeks, 
and palate. 


Any articulation problem may result in psychologic 
problems or may be complicated by psychodynamic fac- 
tors for which psychotherapy is the treatment of 
choice or the treatment in addition to articulatory work 
with the speech therapist. The nature of the involve- 
ment will determine the need for psychotherapy and 
psychiatric management. 


a. One of the common dyslalias is baby talk. It 
usually is a symptom of emotionally immaturity in the 
child. He may be kept infantile by overprotecting 
parents who, in talking to him, use the same articula- 
tion substitutions and omissions that he presented in 
the early speech period, that is, in his preschool years. 
Baby talk may be recognized by the omission of some 
difficult sounds as “r,” “w,” and “1.” It may be repre- 
sented by the substitution of easily observed or easily 
heard sounds for similar ones which cannot be so easily 
perceived. He may have difficulty with the “s” and “th” 
sounds. He says, “Thith ith my thithter” for “This is 
my sister.”” The child may revert to this type of speech 
with the advent of a sibling, expressing a need for love 
and attention now going to someone else. In older 
children and those in their teens, such articulation prob- 
lems are maintained by immaturities or retained by 
habit. In either case psychologic problems usually de- 
velop as a result of the child’s being ridiculed, shunned, 
or catered to, thus promoting feelings of guilt, shame. 
or anger. In addition to the immaturity already pres- 
ent, many of these children are very maladjusted. 
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Psychotherapy is directed toward helping the child 
mature through the release of negative feelings and 
recognition of the emotion. At the same time, it may 
be important for him to receive retraining in articula- 
tion patterns by a trained speech therapist. 


b. Tonguetie may be the major factor in dyslalia. 
A 17-year-old boy was referred for neurologic exami- 
nation because of a speech pattern which made verbal 
communication very difficult. Because no neurologic 
disorder was found, and the condition was recognized 
as probably psychiatric, he was referred for evaluation. 
The tongue was freely movable though he did not move 
it with facility. He could not point his tongue, and on 
the flattened anterior edge a slight pulling of the 
phrenum was evident which caused the entire tongue 
to be clumsy. Dynamically, upon a very superficial 
survey, it was found that his mother talks in the same 
manner and is very “nervous.” The father, an engi- 
neer, “is a very smart man;” “he knows everything.” 
The boy had been under his “care” for the problem. 
There was no opportunity of making further exami- 
nation but similar experience indicates that the psycho- 
logic problems in the child are manifold and help to 
perpetuate the speech problem. 


Bachus and Beasley* state that speech therapy is 
increasingly moving away from orientation based upon 
devices toward orientation based essentially on the 
therapeutic relationship. They present four points in 
this view: (1) That group instruction should be the 
core of therapy. (2) That nonsegregation as to type 
of articulation dysfunction should prevail. (3) That 
the teacher situation should provide corrective emo- 
tional experience. (4) That therapy should be struc- 
tured to involve conversational speech in the interper- 
sonal relationships. They talk of the psychodynamics 
of speech correction, and this is the prevalent attitude 
in most speech clinics and among most speech ther- 
apists. 

This points the way toward understanding of the 
speech defective who is presented to the psychiatrist 
for therapy. Consultation with a speech therapist is 
important. Psychotherapy is the approach of choice. 
Permissiveness and acceptance of the verbal communi- 
cation as it is are paramount, even though the psychia- 
trist may actually understand little of what is said. 

A similar approach is true for dyslalia due to any 
other cause. The problem should be evaluated by the 
speech therapist and a program worked out in conjunc- 
tion with him. Problems due to malocclusion, faulty 
teeth development, or malformation of any of the 
articulators should be evaluated in terms of the need 
for specific mechanical training. 

(4) Disorders of phonation form a fourth area in 
disordered speech and have varying and complicated 
causes. Mechanical problems, somatic dysfunction, or 
malformations may be accompanied by psychodynamic 
factors needing psychotherapeutic attention. The 
physical problems must be attended to. Again, eval- 
uation should be made in conjunction with the 
speech therapist. It may be advisable to postpone 
some aspects of therapy until somatic problems are 
treated. It may be that feelings of inferiority or shame 
have become so deep seated that the resulting aggres- 
siveness, anxiety, or other symptoms make adjustment 
to the home and school extremely difficult. Psycho- 
therapy is indicated. 

Many children with cleft palate have problems and 


need psychotherapy. The need for therapy comes from 
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their emotional conflicts resulting from the reaction of 
others to the cleft palate speech. 

A similar need is found in children with nasal 
occlusion. Any mechanical obstruction to the outflow 
of air through the nose will cause this type of dys- 
phonia. Since the attention of the listener is attracted 
to the sound itself and since it is annoying to many 
persons, even to children, they tend to have negative 
reactions to the speaker. Children will exclude this 
child from their play. They will leave a group in which 
he is talking. The family often becomes accustomed to 
the sound and therefore accepts it and the child, so his 
behavior pattern develops toward avoiding contacts 
outside the home or in avoiding visitors in the home. 
Resultant feelings of shame and hostility develop. Psy- 
chotherapy is frequently indicated in conjunction with 
attention to the mechanical problem and retraining by 
the speech therapist. 

Dysphonia is frequently a conversion reaction. 
The rules of psychotherapy apply in these cases as they 
do in any case of hysteria. Any procedure that does 
not get at the cause or primary gain of the conversion 
is only symptomatic treatment. Discovery of the psy- 
chodynamic factors is essential. Since the hysteric is 
the most emotionally immature of the psychoneurotic 
group, it can be important to help this individual ma- 
ture as a child and perhaps eliminate a serious problem 
later. 

Kanner® speaks of the variety of shadings in the 
vocal cry even of a baby. He suggests there could be 
investigation of phonation directed toward establishing 
a preventive program for later life. He also speaks of 
emotional and situational influences on voice quality: 
the whispered voice, for example, of the anxious, inse- 
cure, intimidated child. Van Riper® writes of the high 
pitch, the strident quality of voice due to the individ- 
ual’s desire to attack or to dominate the group which 
makes him feel insecure. He describes the one who 
tends to escape or to retreat from unpleasant reality or 
social rejection as displaying a monotone or stereotyped 
inflections. The whining voice of infantile character 
he cites as a first indication of regressive behavior in a 
child reacting to the birth of a sibling rival. 

These conditions indicate the direction of a psy- 
chotherapeutic regimen for any age and cannot be 
handled adequately in all cases by the speech therapist. 

5. Stuttering and cluttering form a fifth group of 
speech problems. They are discussed together not be- 
cause the cause and treatment are similar, for they are 
not, but because of certain similarities in symptoma- 
tology which may lead to inappropriate therapy. They 
represent dysphemia or disturbance in speech rhythm. 

Cluttering is described by Bakwin and Bakwin’® 
as rapid, confused, jumbled speech. Although it is a 
common speech defect it is not widely recognized as 
such in this country and is often mistaken for stutter- 
ing. It may persist through adult life. It is described 
as an exaggeration of normal speech errors. The indi- 
vidual has difficulty in finding the right word and be- 
comes panicky while talking. The intensity varies from 
simply rapid speech to repetitious and slightly jumbled 
speech to speech which is nearly incomprehensible. 
There results a defect in articulation, similar to slurred 
speech, faulty pronunciation, and defective syntax, 
producing word amnesia. This type of speech is exem- 
plified in spoonerisms such as “the two great English 
poets Kelly and Sheets,” and in which “wherryisms” 
such as “opple amportunity” and “the chief joints 
of staff.” 
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Cluttering is associated with developmental apraxia, 
awkwardness in hand and foot movements, and delay 
in motor development. Behavioral and personality 
traits are seen as distractibility, hyperactivity, impulse- 
siveness, forgetfulness, emotional instability, and ready 
suggestibility. Cluttering is often associated with other 
speech disorders such as delay in talking. Alterations 
of dominance are seen as right-handedness and left- 
eyedness. Several persons in the family may exhibit 
this problem even though they have not lived together. 
Weiss™ suggests that this is a constitutional anomaly 
of the language function. He feels that stuttering may 
develop from cluttering as a result of unfavorable en- 
vironment. 


Cluttering differs from stuttering in that speech 
improves when the individual concentrates on the 
words and sounds; the clutterer speaks better with 
strangers. Also, when he tries to repeat what he is say- 
ing improvement is noted. These findings are in con- 
trast to those of stuttering. If the clutterer becomes a 
stutterer it is usually due to the superimposition of 
anxiety and tension upon an already unstable mech- 
anism. 


Space is given to the problem of cluttering because 
of its apparent similarity to stuttering. The latter is 
considered by most workers to be a psychoneurotic dis- 
order, a conversion reaction. For purposes of this 
paper there is no need to review the literature which 
shows as many, concepts as there are persons working 
with stutterers. It is important to differentiate between 
these two problems because of their different etiologic 
factors and because treatment of one is in direct oppo- 
sition to that of the other. The clutterer needs to 
learn to concentrate on the details of speech, to read 
every sound and not to substitute, and to enunciate 
clearly. These are problems for the speech therapist, 
the teacher, and the parents to handle on a mechanical 
basis. 

In stuttering it is recommended that attention be 
directed not to the speech but to the correction of emo- 
tional disturbances. It is for this reason that the psy- 
chiatrist may have a very real part in the psychothera- 
peutic approach to these individuals. The stutterer may 
become aware of his problem at any age as he finds 
difficulty in communicating or as attention is called to 
the problem by the reaction of others. Secondary 
manifestations may then occur as compensatory meas- 
ures. Psychotherapy is felt by many speech pathologists 
to be the approach of choice in helping the stutterer. 


Hahn” presents the significant theories of stutter- 
ing up to 1943. Weiss® states that stuttering requires a 
change of mind regarding speaking and may necessi- 
tate a wider range of psychotherapy. Despert’® is of 
the same opinion, speaking of liberating the stutterer 
from his psychic conflicts. Madoleczny™ describes the 
need for psychotherapeutic measures, that is, the need 
for a psychiatrist. Froschels*® speaks of the necessity 
of psychotherapy in many cases. And as one reads the 
concepts of stuttering of American specialists, the same 
emphasis is placed upon a psychotherapeutic approach 
in the treatment of the stutterer. Each physician must 
develop his own approach to the problem. Parental atti- 
tude is found to be significant in the development of 
stuttering. Johnson and his associates’* found the par- 
ents to be perfectionists and disciplinarians. Psycho- 
therapy is indicated for the parents in many situations. 


6. Dysphasia and associated disorders of symboli- 
zation constitute the sixth area of disordered speech. It 
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is a field in itself and will not be handled here in any 
detail. Psychotherapy is indicated when there are sig- 
nificant emotional conflicts and disturbances accom- 
panying the causative factor, such as injury. 

ADULTS WITH SPEECH DEFECTS 


Any of the speech problems of the child can be 
retained to adulthood. The purpose in considering 
adults in a separate group is to make the psychothera- 
peutic approach clearer. The dyslalias, dysarthrias, and 
dysphemias as they are continued into adulthood fre- 
quently are accompanied by more pronounced psycho- 
logic problems which have developed through the years. 
The associations that result are deep seated and in- 
volved in the emotional immaturity that survives with 
the speech problem. Group therapy is of great value in 
these cases not only because of the “all-in-the-same- 
boat” attitude, but because it gives individuals the 
opportunity to talk with their detects and be accepted, 
listened to, and encouraged to talk again. Individual 
psychotherapy should be given during this period if 
needed. It is administered according to the psycho- 
pathology present and in line with the individual ap- 
proach of the psychiatrist. 

SOME GENERAL ASPECTS OF PSYCHOTHERAPY 


Some mention of general aspects of psychotherapy 
for speech defectives is timely. In most of the institu- 
tions where speech therapists are in training, a psycho- 
therapeutic approach to persons with speech problems 
is used. This training frequently rah om play therapy 
and group therapy for parents and for speech defec- 
tives. Clinical psychologists are giving increasing atten- 
tion to the psychodynamics of speech disorders and to 
a psychotherapeutic approach. The psychiatrist should 
be in a position to use his psychotherapeutic technics 
with speech cases when indicated. He may work with 
the person in conjunction with the speech correction- 
ists, the parents, or the psychologist. 

The general principles of psychotherapy with 
speech defectives are the same as tor other persons. 
The earlier the therapy is begun the better is the oppor- 
tunity for permanent results. Since speech is the com- 
municative avenue used in the technic of psychotherapy 
and since it is the area of major symptomatology, more 
than the usual permissiveness is needed in most in- 
stances. When the major means of interpersonal and 
social communication is disturbed, the primary sympto- 
matology is noticeable not only to the individual but to 
others, and his entire security is threatened. The dy- 
namic factors need to be worked out in each case and 
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will vary with the school of thought regarding person- 
ality and psychoneurotic problems. In any event, emo- 
tional immaturity is present to some extent in those, 
even children, who present speech problems. Unless 
intellectual capacity is too low or organic damage is 
too extensive, the individual will be able to resolve the 
conflicts creating immaturity and thus lose the need 
for the speech symptom. 

The psychiatrist should use freely the consultation 
service of the speech therapist in order to determine 
the nature of the problem and the course of therapy. 
Psychiatric help may not be indicated. Often the 
speech therapist will choose to work with the child and 
the psychiatrist with the parents. In a large number of 
cases, psychotherapy with a psychiatrist is indicated. 
After working with the individaul for 3 or 4+ months, 
if no improvement in speech is evident, the psychiatrist 
may decide that further evaluation should be made. It 
may take longer to bring about improvement in speech 
because of hampered communication. The stutterer in 
particular may be unable to talk for long periods, or it 
may take him more than the usual time to convey an 
idea. In working with these individuals, the therapist 
has to be particularly careful not to reflect the emphatic 
response he may feel toward this person. He should 
always let the speech defective complete his own sen- 
tence. It is well to look at the person in therapy, for 
the stutterer is sensitive to the reactions of others to 
his speech and experiences apparent rejection or disap- 
proval when any individual looks away while in con- 
versation. 


Psychotherapy may be thought of as a four-way 
experience. When the patient talks, he communicates 
with himself and with the therapist. The therapist 
communicates with himself and with the patient. Thus, 
the patient hears himself, and he hears not only the 
idea he is presenting, but he hears the manner in which 
he says it. Psychotherapy, then, can be very important 
to the speech defective because of the interpersonal 
communication and because in the process he begins 
to hear the change taking place in his speech. This can 
be a more important reassurance than is experienced in 
a change in psychodynamic factors. 

CONCLUSION 

Psychotherapy is an important approach to the 
speech defective, both the child and adult. It is signifi- 
cant to the individual who has organic or functional 
problems, since these disorders may be complicated by 
or symptomatic of emotional immaturity and emotional 
conflicts. 
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A psychologist,’ in a recent letter to a psychology 
journal, wrote of his dilemma when appearing as an 
expert witness in a court of law: “An examination re- 
vealed the accused to be an ‘inadequate personality,’ an 
individual who was neither neurotic nor psychotic, but 
who, while of average intelligence, was characterized 
by inadequate responses to intellectual, emotional, and 
social demands.” This statement is pertinent, not as it 
particularly refers to this psychologist’s problem of 
legal recognition, but because a psychologist of recog- 
nized standing and position pronounced it, implying 
that such a conclusion is acceptable. Something more 
would have to be included in this statement before it 
would have any specific meaning. A number of ques- 
tions arise; for example, “What are inadequate re- 
sponses to intellectual, emotional, and social demands 
when they are not neurotic or psychotic?” “What are 
the criteria of neurosis and psychosis?” “How much 
evidence can be obtained to support conclusions or 
diagnosis of neurosis or psychosis?” “And where does 
the dividing line occur?” These, it must be acknowl- 
edged, are questions of long-standing dispute. They 
are, however, of a practical and almost essential nature 
in the evaluation of behavioral problems, which today 
shows an increasing attention being paid to the dynamic 
intrapsychic mechanisms of human conduct. 


Rather than attempt to cope with all the questions 
posed by the letter cited, I am selecting one only, 
“What evidence, other than experience and intuition, 
is there to support a diagnosis of psychosis?” The 
identifying feature of psychosis is loss of contact with 
reality. This somewhat simplifies the problem, for then 
it is necessary only to appraise the reality contact of 
the subject under study. Frank psychosis and neurosis 
are clearly recognized and offer no difficulty, but be- 
tween them there is a kind of no man’s land in which 
all sorts of nondescript cases are placed. Here are 
found schizoid personalities, ambulant schizophrenics, 
preschizoids, schizothymics, psychopathic personalities, 
unstable individuals, those with character neurosis, et 
cetera, all classified vaguely and poorly identified as to 
nature. An appraisal of the reality contact in these pa- 
tients would be of great value in meeting their thera- 
peutic needs. In many instances an accurate evaluation 
of reality contact would aid in constructive disposition 
of these cases by courts and legal agencies. Then there 
would be cases in which reality contact is neither con- 
sistently good nor consistently bad but is lost when the 
individual is under stress, the measure of which may 
supply the index of control. 

Rapaport? stated the matter very well : 

The thought-organization of the secondary process, like 
the ego, crystallizes in the conflict between reality- and drive- 
demands. But as a part of the ego it is built also on constitu- 
tional equipments, such as memory-capacity, perceptual systems, 
stimulus-barriers, and general endowment. By apperceiving 
external and internal stimuli, it subserves the ego’s internalizing 
of the conflict between reality and drives. To begin with, 
reality clashed with drives whenever it denied them discharge- 
opportunity. 

While this simplifies the question and boils it down to 
the opposition of the forces from without by those 
within or vice versa, it does not provide the answer for 
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the measurement of each, and only in that way can the 
resultant compromise be determined. Perhaps, in this 
investigation, it may be implemented by using schizo- 
phrenia as the testing ground. 

The description of schizophrenia from the classic 
work of Bleuler* is rather generally accepted today. He 
divides the symptoms of schizophrenia into primary 
(those present in all schizophrenics) and secondary. 
The primary symptoms are of three groups: simple 
functions that are altered (association, affectivity, and 
ambivalence), those that are intact, and the compound 
functional disturbances. This standard is not universal- 
ly followed as a criterion of schizophrenia, however. 
Bullock and his associates* give the following factors 
as being essential before schizophrenia may be diag- 
nosed: (1) a disturbance in conceptual thinking, (2) 
an inappropriate and/or inadequate emotional response, 
(3) hallucinations, (4) absence of or diminution of 
empathy, and (5) a rise in the total protein content 
of the spinal fluid. They add, however, “It must be 
stressed that the authors of this paper fully realize that 
none of the clinical or laboratory findings are in any 
way specific, but that rather the combination of clinical 
and laboratory findings elicited here are characteristic 
of ‘schizophrenia.’ ” 

This is in contrast to the findings of Gaw and his 
coworkers® who state : 

In the first year of our association we made orthodox 
symptom-determined diagnoses with the result that, of 50 pa- 
tients in the out-patient clinic, only 28 per cent were diagnosed 
schizoid or schizophrenic. Realizing that obsessions and phobias 
could occur in incipient schizophrenia as well as in true neu- 
roses, we began to pay less attention to symptoms and to look 
for relatively slight evidences of loosening or splitting of the 
associations, autism and flattening or pathological intensification 
of affect. We gave patients a careful examination including a 
comprehensive case history, administration and blind evaluation 
of a battery of psychological tests, and, finally, presented their 
cases at staff conference, before a diagnosis was made and 
therapy prescribed. Within two years, schizoid and schizo- 
phrenic diagnoses climbed to 52 per cent and have remained 
above 50 per cent since then. 

Bleuler* noted that milder cases or cases of latent 
schizophrenia with far less manifest symptoms were 
many times more common than the overt manifest 
cases. Gaw and his coworkers® used Bleuler’s criteria 
and concluded that schizoid personality and preschizo- 
phrenia are really milder degrees of the same disease- 
entity. They adopted the designations of “minimal 
schizophrenia” for schizoid personalities, “moderate 
schizophrenia” for preschizophrenia and ambulatory 
schizophrenia, and “severe schizophrenia” for the 
frankly psychotic. They also use the term “‘nonpsy- 
chotic schizophrenia,” which is a term used at the 
Meyers Clinic. They found that moderate schizophren- 
ics may show evidence of delusions and depersonaliza- 
tion, but their ego functioning is not impaired to the 
extent that they are unable to maintain themselves out- 
side of a hospital. This is a definite liberalizing of the 
old concept of dementia praecox and is consistent with 
the increasing evidence that schizophrenia is responsive 
to psychotherapy.® 

In most successful instances of therapy with 
schizophrenics, first rapport is established, then con- 
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tact with the therapist, and finally contact with reality 
in general. In nonpsychotic cases, of course, this prob- 
lem does not present the difficulties that are present in 
the regressed psychotic. Reality testing is common in 
the treatment of schizophrenics and might be likened 
to a timid animal peeking out of its hole to see if the 
coast is clear.’ Redlich* attributes improvement in 
schizophrenics from psychotherapy to reduction of ten- 
sion and anxiety. In which case or, in fact, in any case 
of improved or recovered schizophrenia, just what does 
that mean? Are such individuals no longer schizo- 
phrenic, or, if they are, what kind of schizophrenics 
are they? Is schizophrenia a condition that comes and 
goes like measles, or is it a chronically progressive 
disease that inexorably worsens until dementia results ? 
All these questions remain pretty much in a state of 
confusion. Redlich® says: 

... The diagnosis of schizophrenia is rather loose and differen- 
tiation from toxic infectious processes, paraphrenias, paranoia 
and schizoid character neuroses is not always as definite as our 
textbooks would make one believe. 


Authorities touch lightly on these matters and frequent- 
ly settle them by a new classification such as Sullivan’s'® 
psychogenic schizophrenia and organic malignant de- 
mentia praecox, and Redlich’s* mild fleeting disorder, 
the schizophrenic episode, and the schizophrenic proc- 
ess. This resolution of the problem leaves it pretty 
much where it was. 

The evaluation of cases not clearly psychotic can 
be made on the basis of Bleuler’s’ criteria and an ap- 
praisal of the contact with reality. Silverberg" adds 
another factor which he calls the schizoid maneuver, 
and he says: 

This singie factor common to all schizoid behavior is the 
schizoid maneuver . . . the strong tendency to deal with reality 
by manipulating not reality itself but the apparatus which per- 
ceives and gives meaning to reality . . . the maneuver in itself 
is not pathological : it is its misuse that makes it so. 

Boison,’* a recovered schizophrenic, states : 

Whether the outcome of a specific schizophrenic reaction 1s 
destructive or constructive depends chiefly upon the honesty and 
sincerity with which the patient faces his difficulties, upon the 
balance of assets and liabilities in his character and in his life 
situation, and upon the amount of social support which he re- 
ceives. 

Arieti™ states : 

The schizophrenic fear of becoming insane is not just the 
phobic idea of insanity found in neurotics, but is a realization 
that some change in his way of thinking is actually taking 
place. 


These views all indicate that the schizophrenic 
realizes that something is happening, that his hold on 
things about him, his orientation, and outer scale of 
values are slipping away from him. In other words, 
with the development of the psychotic process, loss of 
contact with reality is taking place. 

But what of the patient before this process begins ? 
Is he schizophrenic then? Examination of the patient 
reveals the fundamental symptoms given by Bleuler,"* 
who stated that we shall not be able to demonstrate each 
and every symptom at each and every moment of the 
disease. But of more importance is the fact that closer 
scrutiny and psychodiagnostic studies show the schizo- 
phrenic signs in some degree. This is in agreement 
with Standish and his coworkers’ who stated : 


. . . the majority were able to maintain an appearance of nor- 
mality which, however, under closer examination, proved to be 
deceptive and, at best, only skin-deep. The main deficiency of 
personality functioning has shown itself in the inability to es- 
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tablish and maintain mutually satisfying relationships with 
other people. 

Noble’® shows insight into this problem : 

In private practice, patients are sometimes encountere«| 
who display mixed states, with seemingly grave syndromes 
which suggest schizophrenia. Frequently, they are not hos- 
pitalized, but are treated by psychotherapists who, although 
themselves skeptical of the value of psychotherapy in the psy- 
choses, are able to treat them successfully so long as they 
regard them as psychoneurotics. In a hospital setting, the same 
patients would be considered schizophrenic. . . . It is his 
[Fenichel’s] view that some neurotic people have psychotic 
trends and employ schizophrenic mechanisms when frustrations 
occur; these people have not ‘broken with reality’ but may 
develop into psychotics. The so-called ‘ambulatory schizo- 
phrenia’ is considered as a combination of neurosis and psy- 
chosis and includes queer psychopaths, paranoid personalities, 
and others who react to hurt with loss of object relationship. 


Perhaps a good definition of reality contact is that 

of Mowrer" who likes to view the neurotic as suffering 
from the consequences of personal strategies which are 
designed to hold off the impact of socialization : 
. . . I do not mean, of course, that anyone’s self-orientations, 
either cognitive or cathectic, must be identical with others’ 
orientation toward him if he is to be maximally socialized. | 
mean only that a person’s capacity to be oriented toward him- 
self as others are oriented toward them is a necessary condition 
for, and perhaps an operational index of his socialization. 


The question of differentiation between psychotic 
and neurotic remains in the minds of many psychia- 
trists one of doubtful worth. This belief is shared by 
others who fail to see much to be gained from diag- 
nostic studies. There remains, however, a strong trend 
to match the medical practice of making exact diag- 
noses, and those who advocate no diagnosis should 
clearly give alternative steps to meet the needs of clear 
diagnoses. Certainly the need for differentiation be- 
tween neurosis and psychosis should be self-evident in 
the handling of such cases. Bleuler,’* among others, 
objected to blurring the distinction between neurosis 
and psychosis. 


Evaluation of reality contact must be made on the 
basis of available diagnostic and examination instru- 
ments.** This includes the usual anamnestic studies, 
which should certainly be longitudinal as well as cross- 
sectional. Any variation from an accepted pattern cer- 
tainly should be checked carefully. Of great impor- 
tance, in addition, is an inquiry into the reactions of the 
subject to situations of stress. Observation is not 
enough, and can result in errors for, as Symonds*” 
said, the unreliability of the observer’s judgment is 
well known, that he interprets what he sees, or what the 
patient tells him, in terms of his own previous ex- 
perience, in terms of whatever theories he holds regard- 
ing the significance of the symptoms shown in the case 
or in terms of his attitude of liking or repugnance 
toward the patient. Should the standard of judgment 
be established and the instruments of measurement 
agreed upon, the element of stress comes in for con- 
sideration, for it may be a varying situation. Reality 
contact may be upset under stress and be retained at 
other times, in which case the means of stress tolerance 
should be determined. In addition, why is the individual 
able to withstand some stress and not others? And in 
still other instances the particular pyramiding of stress 
proves to be the factor straining reality contact. This 
whole matter may be resolved by evaluating stress 
individually and establishing values in terms of the 
individual’s resistance and subsequent effect on reality 
contact. The variable then would be the factor of re- 
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sistance, for it would be the determining characteristic 
of each person which would influence the hold on 
reality of that person. 

Much has been written about dynamic resistances, 
but most of the literature bears upon psychoanalytic 
concepts and is thought of in terms of subconscious 
mechanisms, mostly having to do with the handling of 
conflicts. Resistance as it is used in this study is a 
matter of meeting the impact of stress. For example, 
the sudden unexpected death of a husband, occurring 
after many years of a satisfactory married relationship, 
would constitute a situation of severe stress for the 
wife. Resistance in this instance would be made up of 
all factors that would counteract the psychic and socio- 
emotional effects of such an occurrence upon the 
woman. The result could conceivably be: 

1. Severe and result in a psychotic break of a per- 
manent nature. 

2. Severe and result in a psychotic break of a tem- 
porary nature. 

3. Moderate and result in a near psychotic or per- 
manent neurotic pattern. 

4. Moderate and result in a temporary disorgani- 
zation of behavior. 

5. Mild and result in irreconcilable interpersonal 
withdrawal. 

6. Mild and leave relatively littke mark on future 
behavior. 

These six items will reveal a rather broad ramifica- 
tion of circumstances in each case, but the scale illus- 
trates one point in question. Stress becomes a factor in 
all considerations of behavioral aberration, and _ its 
measurement then would be of prime importance in the 
understanding of such conditions. However, there are 
so many variables in the average stress situation that 
actual measurement faces almost unsurmountable diffi- 
culties. Accordingly, only approximate determinations 
can be made, and conclusions are made into estimates 
according to empiric data and the experience and intui- 
tion of the estimator. This approach aids. in centering 
estimates and thus increasing the degree of their ac- 
curacy. 

It is possible, however, to measure reality contact 
and efficiency with some accuracy. The instruments 
available are psychodiagnostic. The psychiatric history 
itself is a measure of reality efficiency to some degree, 
which increases with the ability of the examiner. In 
clear-cut psychotic cases there is little difficulty in rec- 
ognizing the poor contact with reality, for the element 
of bizarreness and incongruity with external experience 
predominates. 

To really appraise and possibly measure reality 
contact, the methods of choice offering the highest point 
of accuracy are the projective tests, for with them the 
stimulus situation may be created at will. An example 
of the increasing interest in this factor of clinical prac- 
tice is the Horn-Hellersberg test which is an attempt to 
measure reality contact. Unfortunately, the test will 
require greater usage and simplification, for at present 
it is rather complicated. The use of the subtests on the 
Bellevue-Wechsler Scale, especially those having to do 
with conceptual thinking and judgment, are very help- 
ful. Benjamin’s proverbs, the standard fables tests, 
and the Hanfmann-Kasanin test are all very useful. 
The instrument having widest usage and, possibly, 
greatest value is the Rorschach test. Despite many 
criticisms, as time goes on the usefulness of the Ror- 
schach test remains well entrenched in clinical practice. 
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The T.A.T. has received much comment and, indeed, in 
the hands of a trained technician, is very informative, 
but it is somewhat complicated as far as scoring is con- 
cerned and there is much difference of opinion as to its 
actual reliability. There is little question that the use 
of the T.A.T. pictures can assist in uncovering poor 
contact factors. None of these instruments can substi- 
tute at any time for good clinical judgment and ex- 
perience. 

While the subject of main emphasis in this paper 
is schizophrenia in its milder aspects, the matter of 
reality contact efficiency is of increasing importance in 
many other clinical entities. As human beings become 
crowded together more closely in our modern society, 
aberrations that formerly could be hidden or submerged 
now come to light. Some years ago Burns** stated : 

Health is a relationship, a condition. If the body is proper- 
ly related in all its parts, and is properly related to its environ- 
ment, it is said to be healthy, and its condition is that of health. 
If any person acts properly in regard to his environment and 
recognizes this relationship, he is said to have a healthy or sane 
mind, and his condition is that of sanity. If any person is not 
properly related to his environment, or if the parts of his body 
are not properly related to one another, he is unhealthy. If this 
condition affects his speech or actions in such a manner as to 
interfere with the best good of himself or his race, then he is 
called insane or imbecile. 

In contrast to this work of Burns is the philo- 
sophic discussion of Roubiczek,?* who states : 

The natural sciences teach us systematically te exclude all 
feelings, all values and aims, and thus to renounce any knowl- 
edge of a content contributed by our own lives. Their immense 
success proves that the more we succeed in doing this, the better 
is our grasp of external reality, and this can lead us to over- 
rate their methods and to think it impossible to grasp reality 
in any other way ... . it makes it seem superfluous to pay 
any attention to internal reality at all. Yet such a conclusion 
is plainly superficial. 

The author shows that the tendency of natural scien- 
tists to reject subjective values is a fallacious one; he 
states : 

The appreciation of external reality is always brought 
about, whether or not we are conscious of it, by opposing form 
to content and by renouncing knowledge of the content. We 
know a thing only after the sense-impression has caused an 
activity within ourselves, and this activity is its special content 
for us as without it no sense-impression would be possible.2* 

Whether the problem is seen in terms of the physi- 
ologist or the dynamicist, the practical phases inherent 
in everyday socioemotional interpersonal experience 
constantly confront us. For example, the question may 
be raised: When does the alcoholic disturb his relation- 
ships’ That is, when is his nervous system damaged to 
the point of harmful interference with his reality con- 
tact? When does senility become senile dementia, or 
at least when does it impair reality contact 1 per cent 
or more? When does judgment become impaired by 
organicity and to what degree? What is the limit of 
recovery in such cases despite outward appearances ? 
Or what stress can the individual stand and still safely 
relate to his fellow citizens? When is a man criminally 
inclined and a hazard, and when is he not? The factor 
entering into these situations and making the difference 
between a responsible conforming individual and one 
who is not is his reality contact. Its determination then 
becomes a very valuable measure in the appraisal of in- 
dividuals in any interpersonal situation, especially 
where an element of responsibility is involved. 

SUMMARY 

The problem of diagnosis in psychiatry is in a 

state of flux with widely varving opinions. The chief 
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area concerned in this difficulty is in the group of prob- 
lems which are not frank psychoses or clearly identified 
as neuroses. Many of these cases are actually schizo- 
phrenia of a mild degree. Of specific importance in 
considering these cases is the level of contact with 
reality which may be considered the differentiating fea- 
ture between psychotic and neurotic conditions. The 
problem then is concerned with those cases which have 
poor contact sometimes and good contact at other times. 
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the Pituitary Gland 


K. GROSVENOR BAILEY, D.O., F.A.C.N., F.A.C.O.S. 


INTRODUCTION 

The truth about pituitary gland injuries lies some- 
where betwéen the statement that all injuries to the 
head affect the pituitary gland and the statement that 
the pituitary gland, in the most protected spot in the 
entire body, is seldom injured. The literature, both 
osteopathic and medical, is singularly meager in refer- 
ence to this subject. My personal experience with skull 
fractures in children, though not insignificant, cannot 
be evaluated specifically as to pituitary involvement. 


ANATOMY 


Embryologically the pituitary is derived from the 
invagination of the buccal cavity and the third ventricle 
with the resulting tripartite structure of the gland and 
the stalk connections with the hypothalamus which oc- 
cupies the lower half of the lateral walls of the third 
ventricle. The superior hypophysial arteries derive 
from the internal carotids and the posterior communi- 
cating arteries and supply the infundibulum and the 
adenohypophysis. The inferior hypophysial arteries 
derive from the internal carotids in the cavernous 
sinuses and supply the processus infundibuli or lobus 
nervosus. The arteries and veins of the infundibular 
process are dural in origin and so are independent of 
the vascular supply reaching the infundibular stem and 
the adenohypophysis from the pial-hypophysial plexus.* 

It is believed that postganglionic fibers which 
originate in the superior cervical sympathetic ganglia 
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arrive at the adenohypophysis through the carotid 
plexus, ending in contact with individual cells.’ Not all 
of the nerve fibers passing from the carotid plexus to 
the hypophysis are of cervical sympathetic origin, how- 
ever. Before joining the carotid plexus a bundle of 
small myelinated and nonmyelinated fibers, forming 
part of the nervus intermedius of Wrisberg, leaves the 
facial nerve as a portion of the greater superficial 
petrosal nerve. 

Friedgood' suggests that from the hypothalamus or 
in the glandular tissues drained by the portal circula- 
tion of the infundibular or tuberal structures, a hu- 
moral component may be derived and may be an im- 
portant part of the mechanism activating the gonado- 
tropic function of the adenohypophysis. Krieg? says 
that the posterior pituitary lobe receives nerve fibers 
directly from the hypothalamus. 

Renfroe* has found that the average area of the 
sagittal section of the sella turcica increases from 15 
sq. mm. at birth to 56 sq. mm. from 1 to 4 years, to 
87 sq. mm. during adolescence and that the sella turcica 
is larger in girls than in boys. 

RESPONSE OF PITUITARY TO STIMULI 

What constitutes head trauma in children, and 
how does it affect the pituitary gland? “Cervantes said, 
“Whether the pitcher hits the stone or the stone hits the 
pitcher, it goes ill with the pitcher.” ‘And,’ he might 
have added, ‘Especially if it is a little pitcher; you 
know, one of those with big ears.’ ”* 
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The infant skull comprised of membranogenic 
bones is remarkably compressible and resilient. From 
knowledge and case analyses it is apparent that in acci- 
dents to the head it not only may “go ill with the 
pitcher” but with the contents of the pitcher as well. 

Selye’s theories of stress and the general adapta- 
tion syndrome are significant contributions to medicine 
and physiology, and, I believe, further explain the 
principles of Andrew Taylor Still. Selye® says that the 
general adaptation syndrome (GAS), apart from the 
many specific defense reactions, is an integrated syn- 
drome of closely interrelated adaptive responses to non- 
specific stress. It develops in three stages: (1) the 
alarm reaction (A-R), (2) the stage of resistance 
(S-R), and (3) the stage of exhaustion (S-E). He 
maintains that this is the mechanism and sequence of 
adaptation and that adaptability or adaptation energy 
is a finite quality which appears to depend largely on 
genetic factors. 


Quite logically heredity, pre-existent organic dis- 
ease, and the stresses of the total environment consti- 
tute the actions and reactions which represent the 
individual’s world. While there is no characteristic 
structural change which, so far, is known as the pitui- 
tary response to the general adaptation syndrome, 
certain specific findings occur in a variety of conditions, 
and some information as to how the pituitary responds 
to certain chemical and physical stimuli is available. 
For instance, Selye* has concluded that any lesion 
which destroys the anterior lobe automatically inter- 
feres with the normal ACTH discharge following 
exposure to stress and hence leads to a deficiency of 
the pituitary-adrenocortical defense. mechanism. He 
also concludes that various types of hypogonadism are 
probably due to a diminution of gonadotropin secretion 
during stress, when the pituitary has to produce large 
amounts of ACTH to maintain life. 

It is further reported that intravenous or oral 
administration of hypertonic sodium chloride solutions 
can cause enlargement of the posterior lobe with the 
appearance of many mitotic figures, degenerative 
changes in the anterior lobe, and accumulation of fluid 
in the pituitary cleft. These are specific lesions related 
to deranged water and electrolyte metabolism, not 
merely manifestations of nonspecific stress. In the rat 
pituitary marked ascorbic acid depletion was found in 
overdosage with the antirheumatic salicylates. In 
other experiments with rats pituitary basophilism con- 
jointly with other general adaptation changes followed 
excessive administration of streptomycin. 

Heavy overdosage with vitamin B, can result in a 
stimulus capable of eliciting the adaptation syndrome. 
The alarm reaction is thought to occur when the in- 
terstitial fluid, blood, and connective tissues, which are 
rich in sodium, calcium, and chlorides and carry a 
negative charge, are in gross imbalance with the 
parenchymatous organs containing positively charged 
potassium, magnesium, and phosphorus. 


X-radiation causes a decrease in the weight of the 
pituitary and an increase in the ascorbic acid content 
of that gland. Exposure to noise and vibrations results 
in eosinophilia in the anterior lobe, while in the pos- 
terior lobe and in the hypothalamus, colloid granules 
appear in the pituicytes and ganglion cells. Chronic 
hypoxia causes the anterior lobe basophils to undergo 
spongoid swelling in three distinct stages which may 
correspond to the three stages of the general adapta- 
tion syndrome. Mechanical shaking of the body is re- 
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ported to cause a significant decrease in the weight of 
the hypophysis. Electroshock in dogs causes hyperemia 
of the pituitary gland and some eosinophilia, and in 
death due to traumatic injuries the weight of the gland 
was usually above normal. 

No discussion of trauma should omit mention of 
the psychic influences which bombard the thalamus and 
the hypothalamus and their endocrine connections. Bin- 
ning’ has written of the relationship between childhood 
perturbations and appendectomy ; Cooper and his asso- 
ciates** have described the effects of spinal cord injury 
metabolism and of craniotomy on catabolism. Diethelm 
and his coworkers” believe there is an association be- 
tween certain emotions and biochemical blood changes. 
These seemingly unrelated topics are mediated through 
the thalamus and the hypothalamic connections. Injury 
of these areas by concussion, hemorrhage, encephalitis, 
meningitis, tumor, or hydrocephalus is capable of pro- 
ducing certain clinical syndromes. Among these are: 

Hypothermia due to destructive lesions of the 
posterior nuclei 

2. Hypersomnia due to lesion of the posterior 

nuclei and mamillary bodies 

3. The adiposogenital syndrome due to lesions of 

the tuber cinereum 

4. Diabetes insipidus with hyperthermia due to le- 

sions of the supraoptic nuclei 
. Autonomic epilepsy which is precipitated in 
various portions of the third ventricle. 

The relationship of these diseases of adaptation 
and the somaticovisceral reflexes demonstrated in pho- 
tomicographs by Cole™ and by Cole and Simmers" is 
the thesis of Andrew Taylor Still and the frontier of 
osteopathic medicine today. 


EFFECTS OF TRAUMA ON HYPOPHYSIS, INFUNDIBULUM, 
HYPOTHALAMUS, AND SELLA TURCICA 

No matter how carefully the endocrinologic and 
surgical literature is searched, it is still dismaying to 
discover how little is known of what happens to, and 
in, the pituitary and in the body areas remote from the 
sella turcica as a result of head trauma in children. 
The protection afforded the pituitary gland by its 
anatomic position marks it as one of the most impor- 
tant tissues of the body. A great deal is known about 
the pituitary, but it is not enough. In another paper" 
I have traced the local and remote responses to intra- 
cranial neoplasms, that is, the slow, chronic application 
of stress, but in this paper I shall discuss acute stresses 
which mount to strains and which are expended in the 
pituitary gland, the sella turcica, the infundibular stalk, 
and the hypothalamus. 

According to Friedgood,' studies have been made 
which have determined that, within the sella turcica, 
neither the subarachnoid space nor the subdural space 
surrounds the hypophysis. He further points out the 
fact that in animals experimental focal destruction of 
any functional unit within, without injuring an adja- 
cent one, leaves doubt as to whether the observed body 
changes result from injury of the intended area alone 
or from additional injuries within or without the hypo- 
physis. 

_ Of the twelve possible intracranial lesions due to 
injury at birth as listed by Courville’* only subdural 
hematoma, subarachnoid hemorrhage, and obstructive 
hydrocephalus affect the hypophysis, the infundibulum, 
and the hypothalamus. 

It seems to me that some skull fractures have 
value, for the bursting forces causing the bending skull 
to break do indeed save the brain at times from certain 
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contusion and laceration. The cerebral concussion 
which occurs without skull fracture often has more 
sequelae than that with fracture, as closed injuries of 
the head attest. The fact that a simple linear fracture of 
the base may be lethal, yet a depressed, compound, com- 
minuted fracture of the vault may not jeopardize any 
neural function whatsoever is the basis for my beliet. 

Morhardt* is in substantial agreement with Row- 
botham,?* who describes the mechanism of cranial in- 
jury, and Courville,"* who has so meticulously cata- 
logued the lesions of the cranial contents occurring at 
birth and after. However, Morhardt says he has never 
encountered a fracture through the pituitary fossa al- 
though in all autopsies in which he has examined the 
head he has grossly examined the pituitary gland. 

The relation to basal fracture is anatomically ob- 
vious because the very buttresses of the skull, its un- 
equal thickness and texture, its diploe and cancellous 
portions, the sella turcica, the anterior and posterior 
clinoids, and the diaphragma sellae, all protect the pars 
anterior, pars intermedia, and the pars distalis of the 
pituitary. However, Sharpe™ says: 

The comparative unimportance of the fracture of the skull 
in these patients [children] having cranial injuries, and even 
of the base of the skull, is well illustrated. The presence or 
absence of a fracture of the skull—unless it is a depressed frac- 
ture of the vault—is of little value and of little importance in 
the treatment of these patients. 

It is the increase of intracranial pressure or the pres- 
sure of blood, together with infection, which is the 
factor. 

On the other hand Rowbotham"* says: 

Many basal fractures converge on and overrun the pituitary 
fossa, and this is not surprising, for not only is it central in 
pesition and, therefore, necessarily often in the line of injuring 
forces, but it is also the point to which fracture lines will be 
deflected by the numerous buttresses which radiate from it. 

Wilkins” reports that fractures or hemorrhage at 
the base of the skull may injure the infundibular stalk 
(and also of course the hypothalamus). It is known 
that the mechanism of skull fracture is dependent upon 
(1) forces which the individual cannot avoid or control 
and (2) the existence of an unequally elastic body, not 
totally spherical, with a point of fixation equivalent to 
a ball and socket joint at the occipitoatloid craniospinal 
junction. 

It has recently been pointed out by traffic experts 
that the sudden deceleration of the passenger environ- 
ment (an automobile) is the cause of most head in- 
juries which occur in traffic and that the rapidly pro- 
ceeding head is battered between the decelerating wind- 
shield and the momentous thrust of the spinal column 
at the skull base. Seat straps have been recommended 
as standard required equipment in every motor car and 
I urge automobile manufacturers to follow this recom- 
mendation and I further urge all motorists to use the 
straps. The infant or youngster whose skull is too 
plastic to resist the crushing impact of sudden decelera- 
tion is as susceptible of critical and crippling injury as 
is the oldster whose reflexes are too slow to protect him 
at all. 

Accelerating forces may drive the skull suddenly 
across the top of the spine or down upon it, and this 
tends, by impact, suction, distortion, or blood vessel 
rupture by stretching, to cause deformation of the 
skull and. its contents. Instances have occurred in 
which the floor of the middle fossa has been loosened 
by a basal fracture which runs inwardly along the an- 
terior margin of the petrous bone to the foramen ovale, 
forward on the side of the pituitary fossa, and out- 
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ward through the sphenoidal fissure; a ring fracture 
around the basioccipital bone has also occurred.*” 

Long and costly research will be necessary to es- 
tablish the body responses to specific pituitary involve- 
ment in basal skull fracture and concussion; further- 
more, a long and full series of hypophysectomized 
head-injured animals must be examined and compared 
to controls, head-injured, but with the pituitary intact. 
Then the latter must be studied specifically for evi- 
dences of local focal change as well as for local and 
remote symptoms referable to the pituitary status then 
found. 

PRINCIPLES OF TREATMENT 

In treating the chronic residuals resulting from 
distortion of the skull and spine in acute head trauma 
in infants and children, the first concern is normalcy of 
blood supply. Four major problems are of immediate 
concern: (1) What has happened to the cervical spine 
and the skull? (2) What has happened to the spinal 
cord and brain? (3) What can be done about it? (4) 
When and in what sequence should it be done? My 
answers to these questions follow. : 

Every head injury of magnitude affects the cervi- 
cal spine. Therefore true lateral x-ray, an anterior- 
posterior x-ray of the cervical spine, and a view of the 
atlantoaxial articulations through the open mouth are 
essential. 

In every head injury of magnitude the foramen 
magnum, the skull base from nasion to inion, and the 
vault should be x-rayed. 

Before osteopathic manipulative therapy is at- 
tempted in any injured individual: 

(1) The x-rays noted above should be studied. 
(2) A neurologic examination should be made to de- 
termine the status praesens on the basis of a detailed 
history, subjective complaints, symptomatology, and 
objective findings. (3) Good practice requires an ini- 
tial spinal puncture. It is performed in order to de- 
termine the presence of blood in the spinal fluid, and 
to determine the spinal fluid pressure. The child should 
always be placed in the lateral recumbent position. A 
short 22-gauge spinal needle and a water manometer 
should be used. In acute head injury, the Queckenstedt 
(jugular compression maneuver) test should never be 
used because of the danger of creating an intracranial 
hemorrhage or increasing an already existing one. The 
normal pressure ranges from 50 mm. of water in the 
infant to 150 mm. in the large late pubertal child. If 
the fluid is homogeneously bloody (a “bloody tap” is an 
outrage), the pressure should be reduced by stages. 
Pressure readings should be taken with the removal of 
every 3 cc. of fluid. The pressure should be reduced 
only half the difference between the present and normal 
pressure, that is, if pressure is 100 in an infant it 
should be reduced to 75 at the first tap. The tap should 
be repeated on the next day if symptoms have not im- 
proved, and the spinal fluid red cell count and pressure 
should be rechecked. If intracranial hemorrhage is 
suspected or proved, osteopathic manipulative treat- 
ment is contraindicated. The status cannot safely be 
disturbed by passive treatment until it would be safe 
to disturb it by active exercise; for severe concussion 
this is a matter of days, for hemorrhage it may be a 
matter of many weeks. 

If cervical fracture or dislocation, skull fracture 
(vault or base), and hemorrhage are all ruled out, the 
plastic skull and vertebral complex can be normalized 
immediately. Osteopathic manipulative technics have 


long been effective normalizing procedures.?' 
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Although it is not known to what extent concus- 
sion, skull fracture, and intracranial hemorrhage in the 
infant and the child affect the pituitary, it is known that 
each may affect the brain stem and hypothalamus. 


Any fracture of the skull is a closed head injury 


unless the scalp has been punctured or lacerated. Every 
depressed fracture of the vault should be decompressed 
surgically. The following case** is an example of what 
can occur if surgical decompression is not performed: 


Last year I operated on a woman with spontaneous 
subarachnoid and intracerebral hemorrhage. At the 
age of 13, 20 years before, she had had a frontal vertex 
depressed skull fracture. It had not been disturbed 
because there were no symptoms. At operation the 
hemorrhage was found to lie immediately under the 
fracture, buried into the brain amid new vessel growth 
and a dense adhesive cortical scar. 


Another case** is that of 7-year-old Pam, the vic- 
tim of a cruel attack. She had been struck with a 
cleaver and the blows had fractured the occiput from 
the foramen magnum to the lambdoid suture. The 
eight pieces of occiput had to be drilled and rongeured 
out from the foramen to each mastoid process, expos- 
ing the entire Torcular herophili. The brain tissue from 
a “silent area” was exuding through the torn dura and 
through the bones onto the surface of the lacerated 
scalp. Three months after the operation Pam danced 
into the clinic, her happy face radiant, and handed me 
this little note: “Thank you. Love. Pam.” 


The pathology of concussion of the brain is based 
on (1) an equilibratory disturbance, and (2) edema or 
petechial hemorrhage followed eventually by gliosis or 
fibrosis of the brain parenchyma. 


Concussion is classified according to the period of 
unconsciousness: slight (up to 4% hour), moderate (1 
to 3 hours), and severe (over 3 hours). It may be 
characterized by deep coma with no responses, semi- 
coma in which the bladder empties, or mild confusion 
in which the patient is awkward and blundering. The 
medullary recovery phase is shown by return of pulse 
and respiration to normal, appearance of color in the 
face. and recovery from flaccidity: the midbrain re- 
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covery phase is signalized by return of motion and 
reflexes ; when consciousness appears the forebrain is. 
of course, in control again. 


Extradural or acute subdural hematoma is as acute 
an emergency as a stab wound of the heart or a rup- 
tured viscus. Accurate localizing neurosurgical diag- 
nosis and evacuation are essential; otherwise, extra- 
dural hematoma, because of brain stem and thalamic 
pressures, is invariably fatal in a matter of hours. The 
telltale signs are unilateral dilated pupil, weakness of 
the arm and/or leg, usually opposite to the side of the 
hemorrhage, sometimes a lucid conscious interval fol- 
lowing which the patient lapses into a deepening coma 
with upper motor neuron signs, vomiting, Jacksonian 
convulsions, and unilateral reduction of appreciation of 
sensory stimuli. 


Ophthalmoscopic examination is routine for retinal 
hemorrhages and nystagmus although choked discs do 
not appear within 48 hours of the development of se- 
rious intracranial pressure. 


Fortunately, multiple trephines may be performed 
without detriment to the patient. With this procedure 
collections of blood or hygromatous spinal fluid can be 
located. When performed on the infant or child, 
trephining may preserve motor, sensory, emotional, and 
intellectual facility for the adolescent and adult vears. 


SUMMARY 


Attention has been called to the paucity of litera- 
ture on the subject. 

The mechanisms of skull fracture and cerebral 
concussion have been discussed in relation to the sella 
turcica and the hypothalamus. 


The possible role of the pituitary and hypothala- 
mus in the general adaptation syndrome and the effects 
on the pituitary of certain physical and chemical stimu- 
li have been reviewed. 


A plea is made for study of the pituitary response 
to head trauma and the viscerosomatic reflex, a frontier 
of osteopathic medicine. 
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Director, Institute for Psychosomatic and Psychiatric Research and 
Training of the Michael Reese Hospital; Clinical Professor of Psychia- 
try, University of Illinois, College of Medicine; and Fred P. Robbins, 
M.D., Associate Psychiatrist, Michael Reese Hospital; Staff member, The 
Chicago Institute for Psychoanalysis. Cloth. Pp. 346. Price $6.50. The 
Blakiston Company, Inc., 575 Madison Ave., New York 22, 1954. 


This book presents an interesting clinical study. It is as 
practical and specific as Grinker’s “Men Under Stress.” The 
keynote of the work is found in the statement, “In many fields 
of medicine, disease is considered as a quantitative entity quite 
apart from health . . . the continuity between health and dis- 
ease is nowhere better exemplified than in the field of psychia- 
try and psychosomatic medicine.” 

The authors discuss modern theoretic psychosomatic con- 
cepts. These concepts fall into several general groupings. First 
is the constitutional theory—originating with the morphologists 
but brought up to date by Flanders Dunbar in her personality 
profiles. Next is the psychoanalytic hypothesis which has 
marked the greatest advance in psychosomatic medicine. Next 
are the concepts of Harold Wolff and his associates which em- 
phasize the stresses of the environment impinging upon the 
individual and causing him to react in a stereotyped and ex- 
pected manner. Next is the work of Franz Alexander, who 
postulated that when a feeling cannot be expressed verbally 
through the action of the highest levels of the nervous system, 
the visceral components of such feelings are excessively activat- 
ed for a long period; next is the theory utilized by Jurgen 
Ruesch that the person with a psychosomatic disease has not 
developed the adult processes of communication through words, 
gestures, and the many nuances of external body functions. 
There are other theories, but these are the principal ones. 

The authors then present what they term “the field con- 
cept”—which related to psychosomatics becomes a continuum 
‘n which there is a tendency through transactions to maintain 
equilibrium, orderliness, or steady state. Each part maintains 
its functions even under stress, resists disintegration, and acts 
as an input or output system in relation to other parts. They 
elaborate this idea in some detail and illustrate it with a case 
history. 

The rest of the book takes up the subject of anxiety, 
methods of examination, differential diagnosis, the head and 
special senses, cardiovascular syndromes, respiratory syndromes, 
gastrointestinal syndromes, endocrine syndromes, genitourinary 
syndromes, musculoskeletal and dermatologic syndromes, each 
in a separate chapter and each profusely illustrated by case re- 
ports. 

The book concludes with two chapters on treatment and a 
summary. 

From these brief notes some impression may be gained of 
the very practical nature of this work. It is a book for the 
superficially informed and is written so as to leave vivid pic- 
tures of the topic covered. Certainly the busy physician will 
find here interesting, easy reading, arranged for him in almost 
encyclopedic style. The title is perhaps not ideal, for it indi- 
cates poorly the well-organized handling of a difficult subject. 

Tuomas J. Meyers, Px.D., D.O., F.A.CLN. 


MODERN CLINICAL PSYCHIATRY. By Arthur P. Noyes, 
M.D., Superintendent, Norristown State Hospital, Norristown, Pennsyl- 
vania; Associate Professor of Psychiatry, Graduate School of Medicine, 
University of Pennsylvania. Ed. 4. Cloth. Pp. 609. Price $7.00. W. B. 
Saunders Company, East Washington Square, Philadelphia, 1953. 


This is a modernized version of an old reliable text book. 
Much of the material from previous editions is retained, as is 
the format. Newer concepts and present-day emphasis of psy- 
chiatry upon ambulant problems have changed the detail some- 
what. There is included, for example, in the examination pro- 
cedures a brief discussion of the projective tests, as well as 
other data having to do with personality appraisal. 

- The clinical discussions follow the official classification ap- 
proved hy the American Psychiatric Association. Detailed con- 


Book Notices 


(Continued) 
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sideration of modern treatment is included in separate chapters. 
In general, this book may be recommended as a general 
text for the student and general practitioner. It will not offer 
a great deal to the specialist in the field. The information it 
contains is reliable and established, though some of it is some- 

what antedated. 
Tuomas J. Meyers, Pu.D., D.O.. F.ALCLN. 


THE PSYCHIATRIC AIDE. His Part in Patient Care. By Alice 
M. Robinson, R.N., M.S., Director of Nursing Service and Nursing Ed- 
ucation, Boston State Hospital. Cloth. Pp. 186, with illustrations. Price 
$3.00. J. B. Lippincott Company, East Washington Square, Philadelphia 
5, 1954. 


Here is a little treatise that is long overdue. It is intended 
for lay workers in mental hospitals, but it could be a welcome 
addition to the reading of any physician or nurse even though 
only an occasional mental patient is encountered. 

The author shows a humaneness and understanding of the 
mentally ill that is delightful. She emphasizes the importance 
of the role of the psychiatric aide in this work; as she states it, 
“Upon the aide has fallen the burden of daily, hourly contact 
with the very real, very painful problems of living.” The aide 
must, in his work, keep in mind that his job demands that he 
care for his patients with the fact always in mind that they are 
all mentally ill, that he know each individual patient rather in 
detail, that he make a serious attempt to understand each pa- 
tient so that certain behavior patterns will become clear. 

Aides as a group fall into four main categories: (1) the 
person who has tried many jobs, and feels that a job as an aide 
will offer security and be a contribution to the community, (2) 
the student who needs work while going to school, (3) the 
“drifter” who knows that the mental hospital is a “soft touch” 
for a while, and (4) the person who wishes to make a career 
of being a mental hospital aide. 

The work of the aide revolves about the constant awareness 
that the mental patient is ill and that the recognition of sickness 
and the inherent needs of sickness must be constantly kept 
uppermost in the mind of the aide. To do this he must show 
sympathy, hopefulness, kindness, realism, and respect for the 
patient. The patient expresses lack of emotional balance, fear, 
anger and hostility, grief, and hate as part of his illness; the 
aide must cope with these, and the author gives some sugges- 
tions on how to do so. 

The book offers specific instruction and discussion of the 
everyday handling of the disturbed patient. This is badly needed 
information and justifies the whole book. Formerly patients 
were treated with too much emphasis on classification, whereas 
the author advises dividing them according to five general 
headings: overactivity, underactivity, regression, open-ward 
patients, and old folks. Each situation and patient demands its 
own special handling, but some general rules apply. For ex- 
ample, in coping with the problem of overactivity, the aide 
who knows his patient can anticipate a “blow up” and can 
take steps to prevent it; a calm quiet manner can do more to 
quiet a hyperactive patient than all the force in the world; 
simple diversion is usually ap effective maneuver; and finally 
someone should stay with the overactive patient as much as 
possible. 

The rest of the book deals with the part played by the 
aide in special therapies, the care of the ward as the home of 
the patient, means of meeting emergency situations, ethical 
obligations, and ways of planning for the future. 

A short appendix is included which defines some psychiatric 
terms. It is very brief, and possibly redundant, but it does not 
detract from the practical value of the book. 

The reviewer recommends this work to all general practi- 
tioners and to specialists too. Psychiatrists could profit from 
the practical discussions of the many difficult problems of 
handling behavioral situations. It will be especially valuable to 
nurses and others handling sick people. 

Tuomas J. Mevers, Pu.D., D.O., 
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Ideal for terminal 
sterilization, too! 
Davol Termi-Caps are 
placed lightly over nipples 
before sterilization begins 

... pressed down with 

a quick twist while bottles 
are cooling. In both methods, 
Termi-Caps stay in place 
while bottle is being re-heated 
... are whisked off when 

it’s time to feed baby. 


RUBBER NIPPLE COVERS 


= STERILE STORAGE 


PROVIDENCE 2, R. |. 


Davol Termi-Caps* minimize 
the possibility of nipple 
contamination right up to 
feeding time. No inverting 

of nipple for storage! No 
uprighting for feeding. Once 
Termi-caps are twisted on, 
hands never come in contact 
with nipple. Can be sterilized 
right with nipples where 
aseptic sterilization is used 

... Slipped over nipples when 
bottles are filled. 


Fit most popular nursing 
units . . . but are especially 
designed for the Davol 
“Anti-Colic”’® Nurser... 

the Nurser that can be 
“regulated” to suit each baby’s 
particular feeding pace. 

By loosening or tightening 

the collar, the mother can 
“regulate” the flow, from fast 
to slow, as her baby’s 

appetite demands. Features the 
famous Davol “Anti-Colic” 
Nipple which helps prevent 
air colic, minimizes nipple 
collapse. 


*T.M. and Pat. Pending 
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Whowvey TAR id 


NON-GREASY - NON-STAINING - COSMETICALLY ACCEPTABLE 


Tarbonis supplies the benefits of time-tested tar without its 
objectionable features—assures patient cooperation. 

Easily applied, quickly and completely absorbed into the skin, 
Tarbonis stops itching and provides rapid relief. It is free of tarry 
odor, is pleasantly scented, and cosmetically acceptable to the 

‘most fastidious. The vanishing cream base permits deeper, more 
effective penetration without staining or soiling. 


INDICATIONS 

Eczema, infantile eczema, psoriasis, folliculitis, seborrheic dermatitis, 
intertrigo, pityriasis, dyshidrosis, tinea cruris, varicose ulcers, and 
other stubborn dermatoses. 

Write today for a clinical trial supply. 


AVAILABLE 
On prescription from all druggists in 214 oz., 8 oz., and 1 Ib. jars. 


REED & CARNRICK 


JERSEY CITY 6, NEW JERSEY 
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the first oral liquid penicillin therapy... 


with an antihistamine - enhanced by an antipyretic 


ie) 
CORICIDIN with Penicillin 
(Soluble Powder) — 

- in all infections responsive to oral penicillin ts 
- reduces risk of common sensitivity reactions ww 
- controls fever v2 


Packaging 
CORICIDIN® with Penicillin 
Soluble Powder, 60 cc. 
bottles to which water 
is added at the time 
of dispensing. 


Each teaspoonful (5 cc.) 
of the prepared solution, 
in a cherry-flavored liquid 
that appeals to young 
and old alike, contains: 
Penicillin G Potassium / 250,000 units 
CHLOR-TRIMETON® Maleate / 2 mg. (1/30 gr.) 
Sodium Salicylate / 112.5 mg. (1% gr.) 


to prevent cold complications, relieve symptoms 


CORICIDIN with Penicillin canes 


950.000 UNITS 
Bottles of 24 and 100. 
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Cyclot fierapy, Report #1 


The How to solve the medical problem of achieving early ambulation 
and discharge of obstetric and gynecologic surgery patients: 


yclotherapy 


Cyclotherapy 1s a new concept in dynamic physiotherapy The en- 
gineering principles of Cyclotherapy equipment involve unbalanced 
motors in fine equilibrated housings, the latter so suspended that a 
multi-directional cycloid force of vanable magnitude and constant 
frequency 1s produced for any one setting of the control. This multi- 
directional force accounts for the transmission of the gentle, pene- 
trating cycloidal motion, in soft tissues of the body at points remote 
from the actual contact of the patient with Cyclotherapy equipment. 


Principles: 


Cyclotherapy equipment was utilized in a recent study of 286 
obstetric cases, and 126 gynecologic surgery cases * 


Cyclotherapy contributed to: 


Earlier mobilization 
Easier ambulation’ 


Decreased pain and muscle spasm 

Decreased enemas and catheterization 

Minimal bleeding and accelerated wound healing 
Nurse work load decrease 


Cyclotherapy can be of major physiotherapeutic value in your office 
for the treatment of a variety of cases, particularly where increased 
circulation to the periphery is indicated. Cyclotherapy is excellent 
for inducing relaxation, and has been beneficial in the. quick relief 
of painful bruises, sprains, and muscular injuries. 


Send for free, illustrated “Handbook on the Use and Administration 
of Cyclotherapy Equipment in Clinical Medicine”, and the name of 
your local surgical supply dealer where equipment can be seen. 
Cyclotherapy Inc., Dept. AO11 

11 East 68th Street 
New York 21, N. Y. 


The first of a series of reports on the dynamics of Cyclotherapy in 
clinical medicine. 
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BEFORE 
TREATMENT 


ECZEMATOID DERMATITIS 


AFTER 10 DAYS’ 
TREATMENT 


VIOFORM 


(KODOCHLORHYDROXYQUIN CIBA) 


Despite the diagnostic complexities of 

the many forms of eczema—acute, 

subacute, chronic, infectious, etc., treatment 

with Vioform Cream or Vioform Ointment 

is uniformly simple, convenient, and, 

above all, consistently effective. Vioform 

has been termed “one of the best antieczematous, 
mildly soothing . . . remedies.’’* 


Issued: Vioform Cream 3% and Vioform 
Ointment 3%, 50-Gm. tubes, 1-lb. jars. 
Ciba Pharmaceutical Products, Inc. 
Summit, N. J. 

*Sulzberger, Marion B., and Wolf, J.: Dermatologic 


Therapy in General Practice, ed. 3, Chicago, 
Year Book Publishers, Inc., 1948, p. 107. 
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For every age—every day... 
THE “CITRUS SNACK” 


CHILDHOOD help correct and vitamin C deficiencies reported 
< 
in an alarmingly high percentage of grade school youngsters. . i\y NGS ADOLESCENCE 
—to give C-minus teen-agers the right kind of between-meals pick-up to effect C-plus nutrition. 


MOTHERHOOD OY —to help guard against anemia, ane and miscarriage 


in pregnancy, and meet led C requirement during lactation. haa V7 ¥ OBESITY 


N 
—to combat hypoglycemia, help control appetite and provide high-level C intake. 


FLORIDA CITRUS COMMISSION 
Lakeland, Florida 


ORANGES + GRAPEFRUIT + TANGERINES 


~\ IN OLD AGE-to provide maximal C nutrition during this important period. 
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in pregnancy 


prescribe Bonadoxin’ 


tablets 


New combination attacks nausea and 


vomiting of pregnancy on two planes: 


The Symptomatic Plane—Bonadoxin contains meclizine—the safe, longer- 
acting antiemetic with highly specific vestibular effects. 


The Metabolic Plane—Bonadoxin contains pyridoxine—the enzyme-essential 
vitamin for which requirements are markedly increased during the first tri- 
mester. Its presence in high dosage helps restore proper carbohydrate metabo- 
lism, glycogen storage and hepatic function, thus correcting physiological 
derangements associated with “morning sickness.” 


Clinical results': Abolished vomiting in 40 of 41 gravid women, eliminated 
nausea in 30 of 41. Less than 3% side effects. Dosage: 1 or 2 tablets, at bed- 
time. Larger doses if necessary. Supplied: Bottles of 25, prescription only. 
Each Bonadoxin Tablet contains 25 mg. meclizine hydrochloride, 50 mg. 
pyridoxine hydrochloride. 


TRADEMARK 


1. Garrett, T. A.: Personal communication, 


Ethical Pharmaceuticals for Needs Basic to Medicine 
536 Lake Shore Drive, Chicago 11, Illinois 


‘Mrs. OB needs nutritional buildup? Prescribe calcium, iron, plus 8 vitamins, 8 other 


| 
for new, safe, 
_| hausea-free, | 
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In an extensive clinical investigation 
conducted by five well qualified physi- 
cians, treatment with Cobaden, a 


unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 


**... was successful in terms of pain- 


relief, restored mobility and diminished 
swelling and tenderness in 66 of 70 
patients... with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
peripheral neuritis (sciatica) and dia- 
hetic neuropathy.”! 


1. De Lucia and Strosberg, Med. Times 82:1, 
p. 47, 1954. 


Each cc. of COBADEN contains: 
Adenosine-5-Monophosphoric acid 


Cyanocobalamin..... 
Injection water q.s. 


PHARMACEUTICAL CO., INC. 


333 COLUMBIA STREET RENSSELAER, NEW YORK 
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enriched bread in 


organization in anti-obesity 
management must be based on the nutrient 
and energy values of the foods allowed, on 
the eating satisfaction they provide, and on 
their cost. Enriched bread merits a promi- 
nent place in reducing diets. While it sup- 
plies notable quantities of essential nutri- 
ents, it yields only moderate amounts of 
nutrient energy. At the same time, bread 
is universally appealing to the palate, and 
its cost remains low. 

The daily allowance of enriched bread 
in the reducing diet may vary from one to 
six slices. One regular slice of enriched 
bread provides only 63 calories, but sup- 
plies these notable amounts of essential 
nutrients (based on estimated national 
average): 2.2 Gm. of protein, 0.06 mg. of 
thiamine, 0.6 mg. of niacin, 0.04 mg. of 
riboflavin, 0.7 mg. of iron, 23 mg. of cal- 
cium, and 21 mg. of phosphorus. Its pro- 
tein, a composite of flour and milk proteins, 
is applicable to growth as well as tissue 
maintenance. 


Universally liked, enriched bread en- 
hances the eating satisfaction provided by 
the reducing diet. It blends well with all 
menus, lessening the hardship of dieting. 


=@, $The Seal of Acceptance denotes that the nutri- 

Councit On | tional statements made in this advertisement 
ie): are acceptable to the Council on Foods and 
Nutrition of the American Medi tion 


AMERICAN BAKERS ASSOCIATION 


20 NORTH WACKER DRIVE e CHICAGO 6, ILLINOIS 
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Fresh help on a 
major daily problem 


PAIN SYNDROMES 


DIAGNOSIS AND TREATMENT 


By Drs. BERNARD JUDOVICH and WILLIAM BATES . 


The complex and often difficult problems of pain are | 


brought new light in this widely acclaimed clinical 


presentation. The authors give vivid, moving demon- | 


strations of methods which achieve a new accuracy | 


in diagnosis and treatment. 


Clear text and illustrations show exactly how the in- 
terpretation of pain can be greatly facilitated by 
eliciting tender skin zones which accompany the pain 


and that the presence of tenderness and its distribu- | 
tion are of great aid in diagnosis and therapy. Just | 
how to examine the patient, the methods of eliciting | 
tenderness, the various forms of therapy employed | 
and exactly how and where to apply them are clearly | 


described. 


New chapters in this revised and enlarged 1954 edi- | 
tion describe a new method of traction therapy for | 


herniated disk, interscapular pain, trigger points, 


peripheral vascular disease, shoulder-hand syndrome, 


etc. The 184 clear illustrations along with the text 
show just what it is, what to do, and how to do it. 


458 PAGES 184 ILLUSTRATIONS $7.50 


Gre 1914 Cherry Street 


Sete” Philadelphia 3, Pa. 
75 YEARS OF MEDICAL PUBLISHING 


| F. A. DAVIS CO., 1914 Cherry St., Phila. 3, Pa. 


| Please send and charge to my account: 
PAIN SYNDROMES, by Judovich & Bates, $7.50 
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An important 
agent in internal 
medicine 


eAllays agitation 
and apprehension (non- 
soporific sedation) 


@ In the majority of hypertensives, 
Serpiloid lowers tension, tran- 
quilizes, relieves associated 
symptoms 


@ In the normotensive, it does not 
lower blood pressure signifi- 
cantly 


® No contraindications 


© For long-term use, virtually free 
from side actions 


© Simple dosage . . . One tablet 
(0.25 mg.) t.i.d. 


Clinical samples on request. 


LABORATORIES, INC. 


LOS ANGELES 48, CALIF. 
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Jur album of psoriasis tells the whole story of 
RIASOL. No sales talk is needed. 


3efore treatment with RIASOL, the album shows 
clinical photographs with widespread psoriatic skin 
paiches. 


\fter treatment with RIASOL, the album shows 
clinical photographs from the same cases with a clear 
skin or greatly reduced lesions. 


The results speak for themselves. Clinical statistics 
record clearing of the skin patches .or definite im- 
provement in 76% of all cases of psoriasis so treated 


with RIASOL. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in 
a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 

Ethically promoted RIASOL is supplied in 4 and 


8 fid. oz. bottles at pharmacies or direct. 


MAIL COUPON TODAY 
TEST RIASOL 
YOURSELF 


RIASOL for 


SHIELD LABORATORIES 
12850 Mansfield Ave., Detroit 27, Mich. 


| 
, Please send me professional literature and generous clinical package of RIASOL. 


JO—11-54 


Before Use of Riasol 
eRe After Use of Riasol 
= 
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For every woman presenting classic menopausal hot flushes, there is another 
: who exhibits symptoms which are equally distressing but less clearly defined. For 
example, insomnia, easy fatigability, headaches may also be symptoms of 
declining Ovarian function, but frequently are not so recognized because they occur 
long before and even years after menstruation ceases, When such js the the 
y 
Patient may be expected to respond to estrogen therapy, “Premarin” (com. 
Plete equine €strogen-complex) Produces not only prompt symptomatic relief but 
! also imparts a gratifying “Sense of well-being.” It has no odor : 
imparts no odor. “Premarin” estrogenic sub 
48 Conjugated estrogens (equine), 
a4 
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so crisp, so che ts Tell your patients to look for the 
more slowly and so tis- name “RY-KRISP” on the package ond 
on each wafer. 


fied with less. 


pELicious! 


So appetizing ucers en- 
joy it without “fattening 
For adults, 1200 1900 calories. 


reads. ) 
” In booklet form to give your 


NOURISHING! patients. 
i j B- “THROUGH THE 


All the protem, als, 
vitamins of whole-gra™ rye. For teen-age girls, 
booklet form to give your 


GLASS” 
1500 calories. In 
patients. 


FILLING! 
Absorbs moisture which in- Booklet to help easy gainers avoid 
, delays hunger. overweight. Calorie count of over 


creases bulk 
400 foods. 


USE COUPON TO ORDER 


| Please send (indicate quantity) 


| 
| ——C566 “Design for 
booklet gn Reducing” 


——C966 “Through the Looking 
the 
Glass” booklet 


PURINA COMPANY 
heckerboard Square, St. Louis 2 
, St. Louis 2, Mo. 
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Latest clinical report proves cortisone no better than 
aspirin in the treatment of rheumatoid arthritis. 

On May 29th, 1954, the Joint Committee of the 
Medical Research Council and Nuffield Foundation 
published a most significant finding on arthritis therapy 
—that “for practical purposes” there appears to be 
“surprisingly little to choose between cortisone and 
aspirin.” 

“Sixty-one patients in the early stages of rheumatoid 
arthritis ... have been allocated at random to treatment 
with one or other agent (cortisone 30 cases, aspirin 31 
cases)... 


“Observations made one week, eight weeks, thirteen 
weeks, and approximately one year after the start of 
treatment reveal that the two groups have run a closely 
parallel course in nearly all the recorded characteristics 
—namely, joint tenderness, range of movement in the 
wrist, strength of grip, tests of dexterity of hand and 
foot, and clinical judgments of the activity of the disease 
and of the patient’s functional capacity.”* 


These findings spotlight an earlier report that “aspirin 


in large doses has definite beneficial results closely akin 
to those received from ACTH.” 
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Cortisone vs. Salicylate in Rheumatoid Arthritis 
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High gastric intolerance to aspirin noted among arth- 
ritics—a problem easily met by the use of BUFFERIN. 


In this latest study, the side-effects recorded for both 
groups “were equal in the early months of treatment, 
but became less in the aspirin group as time passed.”* 

Of clinical significance, however, is the high percent- 
age of gastric intolerance to straight aspirin found among 
the arthritic patients—42% as against 3 to 10% vari- 
ously reported for the general population.*: + 


Earlier investigations reveal the disadvantages of 
using sodium bicarbonate with aspirin—namely, the 
lowering of blood salicylate levels and the possible 
retention of the sodium ion.” 

BUFFERIN Offers an answer to this problem. 


Unlike straight aspirin, BUFFERIN is well tolerated, 
even when given in large doses.* 


BUFFERIN contains no sodium. It combines aspirin 
with two antacid and buffering agents which protect the 
gastric mucosa against irritation from salicylates—at the 
same time providing faster absorption of salicylates 
into the blood stream. 

REFERENCES: 1. Brit. M. J. 1:1223 (May 29) 1954, 2. M. Times 81:41 (Jan.) 


1953. 3. J. Am. Pharm. Assoc., Sc. Ed. 39:21, 1950. 4. Ind. Med. 20:480 
(Oct.) 1951. 


.. because BUFFERIN provides relief of arthritic 
pain without upsetting the stomach. 


.. because BUFFERIN’s antacids effectively prevent 
gastric irritation and speed the absorption of 
BUFFERIN’s analgesic ingredient. 


.. because BUFFERIN’s antacids do not lower the 


blood salicylate levels, as does sodium bicar- 
bonate. 


bottles of 100. 


BUFFERIN® should be used for the long continued 
salicylate dosage required by ARTHRITICS 


Each BUFFERIN tablet combines aluminum glycinate and 
magnesium carbonate with 5 grains of acetylsalicylic 
acid. Available in vials of 12 and 36 tablets and in 


BRISTOL-MYERS CO.., 19 west 50 street, New York 20, New York 


BUFFERIN Nor‘ tne stomach 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Fifty-Ninth Annual Convention, 
Biltmore and Statler Hotels, Los 
Angeles, July 18-22. Program 
Chairman, W. Donald Baker, 3450 
W. 43rd St., Los Angeles. 


American College of Osteopathic Ob- 
stetricians and Gynecologists, annual 
meeting, Jacksonville, Fla., February 
7-10. Secretary, Harold K. Morgan, 
3268 W. 32nd Ave., Denver 11. 


American College of Osteopathic Pedia- 
tricians, Region I, annual all-day pro- 
gram, auditorium of the Philadelphia 
College of Osteopathy, 10:00 am., 
December 5. Secretary, Samuel L. 
Caruso, 2837 W. Alleghany Ave., 
Philadelphia 32. 


American Osteopathic Society of Proc- 
tology, annual clinical assembly, Belle- 
vue-Stratford Hotel, Philadelphia, 
April 14-16. Secretary, Carl S. Still- 
man, Jr., 3523 Fifth Ave., San Diego 
3, Calif. Program Chairman, Joseph 
W. Kenney, 718 Guaranty Bldg., In- 
dianapolis. 

Arizona, annual meeting, Paradise Inn, 
Phoenix, April 22-24. Secretary, H. 
E. Allshouse, 2243 N. 12th St., Phoenix 
22. 

Colorado: See Rocky Mountain Osteo- 
pathic Conference. 

Eastern Osteopathic Association, annual 
meeting, Hotel Statler, New York 
City, April 2-3. Secretary, Frank B. 
Tompkins, Baltimore Life Bldg., Balti- 
more 1. Program Chairman, Chester D. 
Losee, 212 Prospect St., Westfield, 
N. J. 

Georgia, annual meeting, Bon Air Hotel, 
Augusta, May 6-7. Secretary, C. A. 
Means, Anderson Bldg., Marietta. Pro- 
gram Chairman, M. Lillian Bell, 2075 
Ridgewood Drive, N. E., Atlanta 6. 

Indiana, annual meeting, French Lick 
Springs Hotel, French Lick Springs, 
May 14-17. Secretary, Arabelle B. 
Wolf, 809-13 Odd Fellows Bldg., In- 
dianapolis 4. Program Chairman, Paul 
van B. Allen, 1500 N. Delaware St., 
Indianapolis 2. 

Maine, midyear meeting, Bangor House, 
Bangor, December 3-4. Secretary, Ros- 
well P. Bates, 72 Main St., Orono. 
Program Chairman, James K. Mellott, 


132 N. Main St., Brewer. Annual 
meeting, Samoset Hotel, Rockland, 
June 17-18. 


New Mexico, annual meeting, Albuquer- 
que, April 28-30. Secretary, Robert E. 
Smith, 205 N. First St., Lovington. 


New York, annual meeting, Hotel Stat- 
ler, New York City, October 14-15. 
Secretary, Robert E. Cole, 417 S. Main 
St., Geneva. 

Rocky Mountain Osteopathic Conference, 
midyear meeting, Broadmoor Hotel, 

Colorado Springs, Colo., November 
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prevent recurrent, throbbing 


headache - e. g. migraine 


RESTORES AUTONOMIC STABILITY 


by inhibiting ol! three divisions of the” 
hes, Accord 


preventing rec frrent, vascular -heac.ic 


to Hialsingé, autonomic imbalance is a major 


contributing factor in the recurrent 
atracks of vasculartype- headaches. 


RGAL He recommends Beltergal. to: 
: ".., dampen-the effects of the unde- 


«sirable nerve impulses to the auto- 


\ nomic nérvous system.” 


AYER. DOSE: 3 co 6 tablets daily 
BOOKLETS AVAILABLE ~ 
("] Role of ANS in Disease 
Symposium on 
Functional Disorders 
(C] Atlas of Emotional Disorders 
Print AND ADDRESS— 
MAIL ro Sanpoz, HANOVER, N. 
Each tablet concains: Eegotarame Tactrare 0.3 mg, 
Belisfoline 0.1 mg., Phenobarbital 20 mg. 


a 


ELLERGAL a FUNCTIONAL DISORDERS | 


DIVISION OF SANDOT CH WOR Ke, INT 


Utah and Wyoming, joint annual meet- 


West Virginia, annual meeting, McClure 


Wyoming: See Utah. 


12-14. Secretary, C. Robert Starks, 
1459 Ogden St., Denver 18. 


State and National Boards 


ARIZONA 
Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Board of Registration 
and Examination in Medicine and Sur- 
gery, 2747 East McDowell Road, Phoenix. 
Basic science examinations December 
21. Applications must be filed 2 weeks 
prior to examination. Address Herbert 
D. Rhodes, Ph.D., secretary, Basic Sci- 
addresses so that they will receive 
their renewal notices. 
COLORADO 
Basic science examinations December 
1-2 in the Lecture Room, second floor, 
Y.M.C.A. Bldg., E. 16th Ave. and Lin- 
coln St., Denver. Applications must be 


ing, Logan, Utah, June 26-27. Secre- 
tary, Utah Society of Osteopathic 
Physicians and Surgeons, Alice E. 
Houghton, 600 Zion’s Savings Bank 
Bldg., Salt Lake City 1. Secretary, 
Wyoming Association of Osteopathic 
Physicians and Surgeons, G. A. Roul- 
ston, 2823 Central St., Cheyenne. 


Hotel, Wheeling, June 4-7. Secretary, 
Guy E. Morris, 542 Empire Bank 
Bldg., Clarksburg. Program Chairman, 
Joseph B. C. Bartram, Gilmer Clinic, 
Post Office Bldg., Glenville. 
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wherever 


Codeine + APC 
is indicated 


PERCODAN 


TABLETS* FOR PAIN 


Provides faster, longer-lasting, and 


ENDO PRODUCTS INC., 
Richmond Hill 18, N.Y. 


filed by November 17. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 
CONNECTICUT 
Basic science examinations February 
12 at New Haven. Applications must be 
filed 2 weeks prior to examination. Ad- 
dress Mr. Herbert S. Harned, secretary, 
Board of Healing Arts, 52 Whitney Ave., 
New Haven 10. 
DELAWARE 
Examinations January 11-13. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 
FLORIDA 
Basic science examinations in Novem- 
ber. Address M. W. Emmel, D.V.M., 


Basic Sciences, P.O. Box 340, Gaines- 
ville. 
ILLINOIS 

Examinations January 26-28, 160 N. 
LaSalle St., Chicago. Address Mr. Fred- 
eric B. Selcke, Superintendent of Regis- 
tration, Department of Registration and 
Education, State House, Springfield. 


INDIANA 


C. Allen Brink, D.O., Princeton, has 
been appointed to the Board of Medical 
Registration and Examination. 


IOWA 


Basic science examinations January 11 
at the Capitol Bldg, Des Moines. Ad- 
dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 


secretary, Board of Examiners in the College, Cedar Rapids. 
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KANSAS 
Examinations February 17-19 at To- 
peka. Address Forrest H. Kendall, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, 420% Pennsyl- 
vania, Holton. 


MASSACHUSETTS 
Examinations January 11. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
33, State House, Boston 33. 


MICHIGAN 


Basic science examinations February 
12-13 at Detroit and Ann Arbor. Appli- 
cations must be filed prior to February 1. 
Address Mrs. Anne Baker, secretary, 
Board of Examiners in the Basic Sci- 
ences, Mason Bldg., Lansing. 


MINNESOTA 
Basic science examinations January 4-5 
at the University of Minnesota, Minne- 
apolis. Applications must be filed by De- 
cember 10. Address Raymond N. Bieter, 
M.D., 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


NEBRASKA 
Basic science examinations January 
11-12. Address Mr. Husted K. Watson, 
Director, Bureau of Examining Boards, 
Department of Health, State Capitol 
Bldg., Lincoln 9. 


NEVADA 


Professional examinations January 29 
at 210 W. Second St., Reno. Applications 
must be filed by January 15. Address 
Walter J. Walker, D.O., secretary, Board 
of Osteopathic Examiners, 210 W. Sec- 
ond St., Reno. 

Basic science examinations January 4. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW MEXICO 


Basic science examinations January 16. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P. O. Box 1522, Santa Fe. 


NEW YORK 
Examinations February 15-18. Applica- 
tions must be filed not less than 30 days 
prior to examination. Address Dr. John 
W. Paige, Chief, Bureau of Professional 
Examinations and Registrations, 23 S 
Pearl St., Albany 7. 


OHIO 


Examinations December 13-15 at Co- 
lumbus. Applications must be filed by 
December 1. Address H. M. Platter, 
M.D., secretary, Medical Board, 21 W. 
Broad St., Columbus 15. 


OREGON 


Professional examinations at Portland 
in January. Address Wilmot C. Foster, 
M.D., executive secretary, Board of Med- 
ical Examiners, 609 Failing Bldg., Port- 
land 4. 

Basic science examinations December 4 
at the Portland State Extension Center 
Bldg., 1620 S. W. Park St., Portland. 
Applications should be filed not later 

than November 17. Address Mr. John R. 
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Board Higher 


of 


Richards, secretary, 
Education, Eugene. 


RHODE ISLAND 

Professional examinations January 6-7. 
Address Mr. Thomas B. Casey, Admin- 
istrator of Professional Regulation, 366 
State Office Bldg., Providence. 

Basic science examinations in Febru- 
ary. Address Mr. Casey. 


SOUTH CAROLINA 

Examinations November 16 at Colum- 
bia. Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic FEx- 
aminers, Summerville. 


SOUTH DAKOTA 
Professional examinations January 18- 
19 at Sioux Falls. Address Mr. John C. | 
Foster, executive secretary, Board of | 
Medical and Osteopathic Examiners, 
Room 300, First National Bank Bldg., 
Sioux Falls. 

Basic science examinations December 
3-4 at the Medicine and Science Bldg., 
University of South Dakota, Vermillion. 
Applications must be filed by November 
18. Address Gregg M. Evans, Ph.D., 
secretary, Basic Science Board, 310 E. 
15th St., Yankton. 


TENNESSEE 

Examinations in February and July at 
Nashville. Applications must be filed 15 
days prior to examination. Address M. 
E. Coy, D.O., secretary, Board of Ex- 
amination and Registration for Osteo-. 
pathic Physicians, 1226 Highland, Jack- 
son. 


TEXAS 
Examinations and reciprocity session 
December 2-4 at Fort Worth. Address 
M. H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth. 


VERMONT 
Examinations January 26-27 at the 
State House, Montpelier. Applications 
must be filed by January 10. Address 


Charles D. Beale, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Mead Bldg., Rutland. 


WASHINGTON 
Professional examinations in January. 
Address Mr. Edward C. Dohm, secretary, 
Professional Division, Department of 
Licenses, Olympia. 
Basic science examinations in January. 
Address Mr. Dohm. 


WISCONSIN 
Professional examinations January 11- 
12 at Madison. Address Thomas W. 


Tormey, Jr., M.D., State Office Bldg., 1 
W. Wilson St., Madison. 

Basic science examinations December 
4 at Hotel Schroeder, Milwaukee. Appli- 
cations must be filed by November 26. 
Address Prof. William H. Barber, sec- 
retary, Board of Examiners in the Basic 
Sciences, 621 Ransom Ave., Ripon. 


WYOMING 
Examinations February 7 at Cheyenne. 
Address Franklin D. Yoder, M.D., sec- 
retary, Board of Medical Examiners, 
New State Office Bldg., Cheyenne. 
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The “hyperkinemic” activity of 
Baume Bengué goes beneficially deep. 
It enhances blood flow through the 
tissue area in arthritis, myositis, muscle 
sprains, bursitis and arthralgia. As Lange 
and Weiner’ determined by the use of 


thermo-needles, hyperkinemic effect 
may extend to a depth of 2.5 cm. 


Baume Bengué also promotes systemic 
salicylate action. It provides the high 
concentration of 19.7% methyl salicylate 


(as well as 14.4% menthol ) in a specially 


prepared lanolin base to foster 
percutaneous absorption. 


|. Lange, K., and Weiner, D.: J. 
invest. Dermat. /2:263 (May) 1949. 


Baume Bengue 


ANALGES!QUE 


Available in both regular and mild strengths. 


Shes. Leeming Ce Ine ss East 44th Street, New York 17, N.Y. 


REREGISTRATION OF OSTEOPATHIC January 1—Florida, $5.00. Address R. 


LICENSES 


December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for 
Osteopathic Physicians, 1226 Highland, 
Jackson. 


Prior to January 1—Arizona, not more 
than $10.00. Address Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


January 1—California, $20.00 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg., 
Sacramento 14. 


Philip Coker, D.O., secretary, Board of 
Osteopathic Medical Examiners, Box 66, 
Panama City. Doctors who hold Florida 
licenses and who have moved since last 
year should advise the secretary of their 
address so that they will receive their 
renewal notices. 


January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Sq., Dover-Foxcroft. 


January 1—Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of 
Osteopathic Physicians, 248 Moorgate 
Blvd., Winnipeg 12. 


January 1—New York, $5.00, bienni- 
ally. A physician receiving a license the 
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TO GERIATRICS 


KNOX GELATINE DRINK 


FOR REDUCING DIETS 
FOR MAINTENANCE DIETS 


SATISFIES HUNGER . . . Yet contains 
only 28 calories for every drink. 


NO SUGAR — Perfect for Diabetics 


SUPPLIES “INDISPENSABLE” AMINO ACIDS — KNOX has 7 
out of the 8 “Indispensable” Amino Acids 


ALL PROTEIN 


EASY TO DIGEST... EASILY ASSIMILATED ... HELPS MAIN- 
TAIN NITROGEN BALANCE 
Growing up or Growing old . . . supplement protein needs 


with KNOX, 


KNOX GELATINE DRINK .. EASY TO MAKE.. EASY TO TAKE 


HOW TO ADMINISTER KNOX GELATINE DRINK — Instruct the 
patient to pour one envelope of Knox Gelatine (7 grams— 
28 calories) into a % glass of unsweetened fruit juice or 
water, not iced; let the liquid absorb the gelatine, stir 
briskly and drink at once. If it thickens, add more liquid 


and stir again. Two envelopes or more a day are average 


minimal doses. 


KNOX 


GELATINE U.S. P. 


ALL PROTEIN 


For additional information or details, write NO SUGAR 
KNOX GELATINE, JOHNSTOWN, N. Y. DEPT. JAO-11 
Available at grocery stores in 4-envelope family size and 32-envelope economy size packages. 


second year of any biennial registration 
period pays a fee of $2.50 for a certifi- 
cate expiring December 31 of such sec- 
ond year. Address Stiles D. Ezell, M.D., 
secretary, Bureau of Professional Ex- 
aminations and Registrations, 23 S. Pearl 
St., Albany 7. 

January 1—Ontario, $35.00. Address 
D. Gordon Campbell, D.O., secretary, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 

January 1— Pennsylvania, Surgeons 
Examining Board, $10.00. Address Mrs. 
Katherine M. Wollet, acting secretary, 
Board of Osteopathic Examiners, Bureau 
of Professional Licensing, Harrisburg. 

January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 


Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 

January 1—Utah, $3.00. Address Alice 
E. Houghton, D.O., secretary, Osteo- 
pathic Examining Board, 600 Zion’s Sav- 
ings Bank Bldg., Salt Lake City 1. 

January — Alberta. No reregistration. 
Pay $10.00 a year membership in the 
College of Physicians and Surgeons, 
Alberta, in January. 

During January — Connecticut, $2.00. 
Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 

During January—Minnesota, $2.00. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 


| 


| 


| 
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During January—W isconsin, $3.00. Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg, 1 W. Wilson St. 
Madison. 

January 31—British Columbia, amount 
of fee set at Annual Meeting of Council 
of College of Physicians and Surgeons 
of British Columbia. Address Lynn Gunn, 
M.D., Registrar, College of Physicians 
and Surgeons of British Columbia, 1807 
W. 10th Ave., Vancouver 9. 

Before February 1—Vermont, $3.00 
for residents, $2.00 for nonresidents. Ad- 
dress Charles D. Beale, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Mead Bldg., Rutland. 


EXAMINATION BY NATIONAL BOARD 

The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 


| proved colleges. Application blanks may 


be obtained from the secretary or the 
dean of the college, and the completed 


| application blank, together with a pass- 
| port photograph and check for the parts 


to be taken, must be in the secretary's 


| office by the November 1 or April 1 pre- 


| including 


ceding the examination. 

Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology ; and bacteriology, 
including parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
hygiene; medical jurispru- 
dence; osteopathic principles, therapeu- 
tics, including pharmacology and materia 
medica. 

Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirksville, and Los Angeles under the 
supervision of a’ chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 
in Part III are anatomy; physiology; 
pathology; osteopathic principles, thera- 
peutics, and pharmacology; surgery; 
ophthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
clinical diagnosis; public health and com- 
municable diseases. 

These are oral examinations which the 
candidate may take after having satis- 
factorily completed the first 6 months of 
a l-year internship in a hospital ap- 
proved by the American Osteopathic As- 
sociation for intern training. Part III is 
given annually at the above-named col- 
leges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
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in an approved osteopathic college; Part 
III, satisfactory completion of Part IT 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 


Application must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 


THE NEGLECTED ELEMENT IN 
HIGHWAY SAFETY* 


By Paul H. Blaisdell, M.A.+ 


For more than a half century the safe 
and smooth flow of traffic on our high- 
ways has been a race among  techno- 
logical advancement, economic necessity, 
and humanitarian application, with the 
human aspect running a poor third. 
There is no better example of the 
fallacy of worship at the shrine of tech- 
nology than that contained in the appal- 
ling highway accident record. Our me- 
chanical aptitude really asserted itself 
in the late 1800's when the automobile 
reached the American scene. Before we 


learned to adjust ourselves to our new 


mobility, our inventive genius had made 
the automobile faster, more efficient, 
cheaper, and apparently well within the 
capability of the average individual to 
know how fo start, steer, and stop. The 
motive power, which was to knit us to- 
gether as a Nation more certainly, even, 
than rapid communication, was also to 
exact a terrible price in the destruction 
of life, limb, and property. In other 
words, our social maturity failed to keep 
pace with our technological attainments, 
and until we can bring both sides of this 
equation into balance there is no prospect 
for sustained sanity on the streets and 
highways. 


MECHANICAL MARVEL 


As new vehicles created the need for 
new roads, new roads set the stage for 
newer vehicles. The rough dirt roads 
and trails capable of accommodating the 
wagon gave way to graded gravel sur- 
faces and finally to those first 16-foot 
widths of macadam. The hand crank 
disappeared with the self-starter; the 
hard rubber tire gave way to the pneu- 
matic variety; the one-man top to the 
greater comfort of the sedan; and two- 
wheel brakes to the greater safety of a 
braking surface on all four wheels. 
Somewhere along the line dawned the 


*Reprinted from Public Health Reports, 


August, 1954. 


+Mr. Blaisdell, director of the traffic safety 
division, accident prevention department of the 
Association of Casualty and Surety Companies, 
has had 20 years of close association with the 
various enforcement and_ safety phases of 
traffic and transportation. His address before 


the American Association for the Advancement 
of Science in Boston, December, 1953, is pre- 
sented in condensed form. 
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realization that accidents were displacing 
war and disease as the foremost agent 
of sudden death and that traffic led the 
parade in the accident toll. If, at that 
time, we had appreciated the simple truth 
that while improvement in roads and 
vehicles had been solid and steady there 
had not been 1 milligram of change in 
the basic traits, capabilities, and apti- 
tudes of the human mechanism control- 
ling the vehicle and using the roads, we 
might have averted the traffic tragedy 
which followed. 

Perhaps no one knows how much 
money has been poured into highway 
construction, repair, and maintenance 
during the past 35 years in all States, 
counties, and local political subdivisions, 
but the most elementary mathematics tells 
us that it exceeds 60 billion dollars. Dur- 


uw 
— 


‘For many years the natives of 
the Dutch Indies have used the 
squeezed juice of the Curcuma in 
the treatment of diseases of the 


liver’ 


Gallogen 


Gallogen (gal-o-jen) is the Massengill name for 
the synthesized active principle of the ancient drug 
Curcuma. The isolation and synthesis of the active 
principle permits the administration of a pure, 
standardized form of the drug. Gallogen is a true 
choleretic, not a bile salt. 


Gallogen acts directly on the hepatic cells. It 
stimulates the flow of bile which is whole in volume 
and composition. The choleresis is in proportion 
to the functional capacity of the liver and is prompt 
and lasting. 


Gallogen is indicated whenever it is desirable 
to increase the flow of bile, encourage activity 
of the gallbladder and promote normal function 
of the biliary system. 


send for 
professional 
literature 
and 

sample 


Supply: in bottles of 100 and 1000 tablets containing 
75 mg. of the diethanolamine salt of the mono-d-cam- 
phoric acid ester of p-tolylmethy! carbinol. 


Bristol, Tennessee 


trillion, 450 
billion dollars has gone into the purchase 


ing the same span some 2 


of new passenger cars, trucks, buses, 
parts, accessories, and gasoline. 

To regulate the mushrooming volume 
of traffic, we have enacted laws by a 
hit or miss pattern, stubbornly refusing 
to bring about uniformity, persisting in 
the contention that each State and each 
municipality has some unique set of 
conditions which makes its problem a 
little different from that of even its near- 
est neighbor. Into this philosophy we 
have injected engineering, enforcement, 
and education as the means of assuring 
a safe, smooth flow of traffic. At the 
same time we have expected the same 
identical methods to create and sustain 
a social consciousness for the individual 
responsibilities of driver, passenger, and 
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Whenever you find 
constipation 


with attendant symptoms 
of biliary dysfunction 
(as so often is the case) | 
you will find | 
appropriate therapy in 
Zilatone tablets 


TABLETS 


Zzllatone 


for biliary constipation 


BILE SALTS ...to improve 
biliary function 

MILD LAXATIVES ...to relieve 
constipation 

DIGESTANTS ...to combat 
dyspeptic distress 


Available at all pharmacies 


in boxes of 20, 40, and 80 
tablets; also in bottles of 
500 and 1000 


Generous trial samples to 


Drew Pharmacal Co., 


1450 Broadway, New York 18,N. Y. 


pedestrian. We should not be surprised 
at the dismal result. 

The highway engineer can and does 
build roads which are capable of sustain- 
ing heavy volumes of traffic and still 
remain suitable for years of usage. The 
traffic engineer, a professional newcomer 
born of the highway scramble, channels 
the varying types of traffic, removes pe- 
destrians from the vehicular lanes, de- 
vises superhighways and, insofar as 
current knowledge will permit, constructs 
safety into the very road itself. The au- 
tomotive engineer designs and builds a 
great safety potential into the modern 
car. Mix all of these together with 


mere man as the catalyst and we have 
an engineering marvel which is a po- 
tentially greater menace than almost any 


Inc. 


| 
| 
| 
physicians on request | 


of the instruments of 
have been able to devise. 
HUMAN ENGINEERING LAGS 

As though the lag in human engineer- 
ing were not enough of a problem, we 
have so misled the thinking of today’s 
driver that his inflated ego distorts his 
judgment and has given him a superman 
complex which believes it can operate 
a car of today at sustained high speeds 
and still escape the possibility of disas- 
ter. The number of vehicles continues 
to grow and so therefore does the traffic 
congestion, the highway deaths, personal 
injuries, and property damage. To un- 
ravel the snarl, we hear the cry for more, 
better-designed roads, which, in turn, 
will bring more powerful vehicles and 
will further aggravate the results of 


destruction we 
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human fallacy in using the new creations. 
Not more than once in a thousand times, 
when someone offers a solution to the 
traffic problem, do we hear it suggested 
that we spend some of our time, money, 
and research capabilities on taking apart 
the human dynamo at the wheel to de- 
termine why he reacts as he does to the 
situations of modern highway transpor- 
tation. 


Community, State, and Federal govern- 
ments extract taxes for roads, vehicles, 
fuels, and licenses. During 1952 approxi- 
mately 6 billion, 735 million dollars was 
taken in, and of these revenues 5 billion, 
453 million dollars went back into road 
construction. Some of the balance was 
used for highway administration. Near- 
ly 250 million dollars was diverted to 
other than highway purposes. During 
this period about 12 million dollars was 
devoted to driver education in the public 
high schools of the Nation. With this 
sum we reached only 54 per cent of the 
eligible students and 43 per cent of the 
high schools. Should we expect miracles 
if we are willing to devote only a small 
fraction of our highway income to the 
creation of a proper driver attitude? 
During the year 1952 the sale of new 
cars topped 26 billion dollars and we 
spent another 12 billion dollars to keep 
our automotive empire moving. During 
the same period less than 1/100th of 1 
per cent of this total went into all forms 
of highway safety and a minuscule por- 
tion of that amount into the search for 
an answer to the riddle of the human 
being at the wheel. 

To the allegation that we can achieve 
highway safety by slide rule, transit rod, 
drafting table, spot maps,*new roads, 
and more powerful vehicles, we can only 
submit the record for consideration. 

The mayor of Pittsburgh, when ad- 
dressing the 1953 annual meeting of the 
Citizens Traffic Safety Board in New 
York, reported: “During the past sev- 
eral years 9 out of every 10 accidents 
in Pittsburgh have been the result of a 
violation of traffic regulations.” The an- 
swer needed is why those drivers com- 
mitted a traffic violation. 
TRAFFIC ACCIDENT CAUSES 

In a rundown of traffic accident causa- 
tion in the 1953 volume of the National 
Safety Council’s Accident Facts, these 
significant figures on fatal traffic acci- 
dents appear: 

28 per cent were caused by excessive 
speed. 

22 per cent involved a drinking driver 
or pedestrian. 

16 per cent were under adverse weather 
conditions. 

12 per cent resulted from an obstruc- 
tion to vision. 

7 per cent came about through a de- 
fective vehicle. 

5.5 per cent were caused by a physical 
defect of the driver or pedestrian. 

We cannot regard any of these traffic 
accident causes as truly basic. We must 
ask : 

1. Why did the drivers exceed the 
speed limit? 
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2. What is the quirk of human be- 
havior that insists upon drinking and 
driving? 

3. When weather conditions were ob- 
viously bad, why did the individual oper- 
ate a vehicle in such a manner that it 
could not be controlled? 


4. When fog or rain, snow or sleet, 
cut off vision through the windshield, or 
when a building or a bush made it im- 
possible to see the other approaching 
vehicle or the approaching train, why 
did the driver “bull” ahead as though 
visibility were perfect? 


5. Why will drivers knowingly oper- 
ate a car which has but one headlight 
in operation or brakes for which no 
amount of pumping will produce an ef- 
fective application? 


6. Why will a driver willfully expose 
himself, his family, and others to the 
dangers of his performance at the wheel 
when he knows that his eyesight or his 
heart or some other physical condition 
makes him unfit to be on the road? 


When we can answer these questions 
we will begin to know something about 
traffic accidents. We will be in a position 
to determine who may drive. We will be 
able to counteract false security with 
solid safety facts and to devise a pro- 
gram of highway safety based on human 
ability to perform rather than on the 
technological advancement of vehicles 
and roads. And we will start penetrat- 


ing the human behavior pattern with. 


some lasting effect. 
SPEED CONTROL PROJECT 

In the summer months of 1953, 11 
northeastern States concentrated on con- 
trol of highway speeds as a means of 
reducing traffic accidents. The States 
were Pennsylvania, New York, New Jer- 
sey, Connecticut, New Hampshire, Rhode 
Island, Massachusetts, Maine, Vermont, 
Delaware, and Maryland. This project 
established a trend showing that in- 
creases in convictions for speeding were 
accompanied by a drop in the number 
of traffic deaths, injuries, or property 
damage accidents, or some combination 
of 2 of these 3 objectives. The program 
added valuable information to the fund 
of traffic facts. It told us nothing about 
why speeds were so excessive that more 
convictions were possible. 

As a part of the northeastern project, 
the Center for Safety Education of New 
York University operated its radar re- 
search car on a 15,000-mile tour of 11 
States. Some of the findings of radar 
research on the speeding problem are 
most enlightening, for example: 


1. From 25 to 90 per cent of the 
drivers exceed the 25 mile an hour speed 
limit in residential areas. 

2. Motorists pay little or no attention 
to traffic signs, especially speed zoning, 
caution and curve warnings, and school- 
slow indications. 

3. The incidence of excessive speed 
rises sharply at night, with the greatest 
amount of fast driving after midnight. 
4. The motorist is getting progres- 
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sively more irritable. Delays due to con- 
gestion and poorly timed lights, the in- 
adequacy of highways to accommodate 
the traffic load, and overheated motors 
from crawling traffic all tax the emo- 
tional capacity of drivers. There are 
more evidences of discourtesy, horn blow- 
ing, chance-taking, driving too fast after 
passing a congested area, and trying to 
make up for lost time. 

5. The tendency to exceed speed limits 
is not confined to any type or class of 
drivers or to any group of old or new 
vehicles in the hands of those drivers. 

Despite this evidence, and a hoard of 
similar facts, colieges and universities 
are pouring money and skills into re- 


search on methods of speed control, 
while we are not even close to the maxi- 
mum use of our present knowledge of 
how to control highway speeds. We are 
almost totally ignorant of what speed is 
suitable for the mental and emotional 
stability of today’s driver and his need 
for care and caution. The stepping up 
of research suggested in 1948 by the 
President’s Highway Safety Conference 
has brought about 10 or 20 independent 
projects, but too many of them are 
aimed at vehicle design deficiency or other 
mechanical elements in the traffic prob- 
lem. We might legislate a requirement 
for passenger safety belts in all high- 
way vehicles. However, we could not 
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legislate a perpetual conscience to re- 
mind drivers and passengers of the neces- 
sity for fastening that belt into position. 
We could make the ridiculous mistake 
of requiring a governor on every motor 
vehicle to limit its maximum speed, but 
we could not take away from the in- 
dividual his skill as a hairpin mechanic 
to make the governor inoperable. 

The transit and trucking industries are 
probing into driver selection through 
tests which place more emphasis upon 
attitudes, social behavior, reactions, and 
health than on fragmentary knowledge 
of traffic laws, the ability to distinguish 
red from green, and competence at angle 
parking. This is one of the few signs 
of scientific advancement in the human 


factor of highway safety. And at least 
one State, Colorado, now requires psy- 
chiatric examination for persistent vio- 
lators of the traffic laws. 

There are certain things, requiring 
great faith and even greater moral cour- 
age, we must do before the conservation 
of human resources on our highways is 
a reality rather than a remote goal. We 
may come to such a program only as a 
last resort, or we may have a new birth 
of social understanding which will insist 
upon drastic steps for drastic conditions. 

PROPOSED PROGRAM 

First, we need a complete reappraisal 
of the highway and traffic program in 
terms of human capacity rather than the 
efficiency of roads and machines. 
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Second, as a preliminary to highway 
safety based on man’s behavior, we need 
research and more research and all the 
money it requires to conduct that re- 
search to find out why the highway user 
reacts as he does to traffic problems, to 
the rules of orderly traffic, and to the 
enforcement designed to protect others 
and to save him from his own foolhardi- 
ness. 


Third, public and private schools 
should inaugurate, without delay, a pro- 
gram of driver education which recog- 
nizes the predominance of the human 
element in highway usage and _ teaches 
the generations of new drivers ways and 
means of coping with technological giants 
while preserving an attitude of reason- 
ableness, caution, and common courtesy. 
If we are to be a Nation of superhigh- 
way users we must learn to manage our- 
selves without exceeding our own capa- 
bilities and ending in disaster. 


Fourth, once we have rewritten our 
laws and rules to fit human capacity, we 
must gear the machinery of enforcement 
to carry out compliance with the estab- 
lished limits by providing enough well- 
trained enforcement personnel and by 
eliminating inadequate judicial procedure 
in traffic cases. The slap-on-the-wrist 
tactics of the present day must give way 
to the strong whiplash of severe penalty. 
Those who cannot meet the requirements 
must be denied the driving privilege and 
no act of histrionics or economic pressure 
can be allowed to change the decision. 


The basic problem is one of man’s in- 
telligent control over all the forms of 
power that he has learned to produce. 
Power machines have no sense of moral 
value and no minds of their own. They 
produce results that are good or bad, 
destructive or creative, depending upon 
the skill, understanding, and judgment of 
those who control them. The driver 
makes the difference. His, and his alone, 
is the decision from the moment he 
touches the starter until he applies the 
parking brake at the end of a given jour- 
ney. His trip may end in satisfaction 
or it may end in tragedy, depending upon 
the driver’s ability and willingness to 
use the vehicle with the level of intelli- 
gence and aptitude which made its cre- 
ation possible. 


It is unthinkable that scientific ad- 
vancement in highways and_ vehicles 
should grind to a halt. We cannot hold 
progress in a state of suspended anima- 
tion while human capacity catches up. 
But, we can stop the headlong rush up 
the wrong avenues to satisfactory ad- 
justment by eliminating the erroneous 
impression that vehicles and highways 
can be so safe, in themselves, that human 
frailties are no longer important. The 
mere application of the prefix “super” 
does not automatically make a roadway 
safe. The quiet smoothness of the mod- 
ern vehicle at 70 miles per hour does not 
mean that the need for undivided atten- 
tion has been discarded. These correc- 
tions of attitude must be the assignment 
of the new driver education. 
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AN EPIDEMIOLOGICAL APPROACH 
TO TRAFFIC SAFETY* 


By A. L. Chapman, M.D.* 


Once the specific causes of many of 
the acute infectious diseases became 
known, it was not difficult to develop 
effective programs to control them. We 
have been far less successful in control- 
ling accidents and the chronic degenera- 
tive diseases. The principal reason for 
this failure has been a lack of knowledge 
concerning their causes. 

Foremost among those who forged the 
programs that brought so many of the 
infectious diseases under control, and in 
some instances eradicated them, were 
epidemiologists. It is surprising that 
epidemiologists have not been given a 
more important part to play in finding 
out the real underlying basic reasons 
why traffic accidents occur, what kind 
of people have them, and what the pre- 
cipitating factors are. It is reasonable 
to expect that any further significant 
decrease in morbidity and mortality rates 
from traffic accidents cannot be brought 
about until more is known about their 
causes. 


The success of enforcement agencies 
in lowering mileage death rates is truly 
remarkable in the light of current igno- 
rance concerning human factors in acci- 
dent causation and accident proneness. 
This success alone merits the retention 
of traffic accident control programs in 
the hands of law enforcement agencies. 
However, it may be pertinent to note at 
this point that the position of epidemiol-- 
ogist seldom is found on a police de- 
partment or motor vehicle bureau staffing 
chart. 

If the conduct of epidemiological 
studies is a prerequisite for developing 
better methods of preventing traffic in- 
juries and deaths, police agencies can 
benefit from the cooperation of other 
agencies. The most likely place to enlist 
that cooperation is among that group of 
agencies that normally employ epidemiol- 
ogists. Foremost among these are State 
and local health departments, universi- 
ties, and foundations. 

This type of epidemiological coopera- 
tion may well be the support needed to 
develop traffic accident control programs 
based on facts, instead of on only par- 
tially proved hypotheses. 


THE HUMAN FACTOR 

Fractionized public services may pre- 
sent a barrier before epidemiologists can 
be assigned to work on the accident pre- 
vention problem along with investiga- 
tions carried on by police and motor 
vehicle bureaus. This barrier will have 
to be removed before new light can be 
thrown on this old problem. If this can 
be overcome, the valuable work already 
being performed by police and motor ve- 


* Reprinted from Public Health Reports, 
August, 1954. 
+Dr. Chapman, Public Health Service medi- 


cal director for Region II (headquarters, New 
York, N. Y.) formerly was medical director 


for Region III, and chief of the Division of 
State Services, Public Health Service, Wash- 
ington, D. C. 
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hicle bureaus may develop into the broad 
and comprehensive investigations desired. 

One important reason why an epide- 
miological approach to traffic safety is 
indicated is that most traffic authorities 
agree that traffic accidents, in the vast 
majority of cases, are caused not by 
automobiles but by drivers and_pedes- 
trians—in other words, by people. 

In 1952, according to data published 
by the National Safety Council, 94 per 
cent of the cars involved in fatal acci- 
dents had no reported unsafe conditions 
at the time they were involved in a fatal 
traffic accident. The drivers were not 
so guiltless—61 per cent were reported 
to be violating a traffic rule or regula- 
tion at the time of the accident. 


Does anyone really know why drivers 
violate traffic laws and regulations; why 
drivers at certain times drive safely and 
at other times cast caution to the wind; 
or whether unsafe driving is compulsive 
or willful? What amount of unsafe driv- 


ing is due to lack of driving skill; what 
amount to physical, mental, or emotional 
deficiencies ? 

Epidemiological studies are needed to 
answer these formidable questions. It is 
difficult to comprehend how a compre- 
hensive traffic accident program can be 
devised until these questions are an- 
swered. 


WHAT IT WOULD COST 
For the sake of specificity, the follow- 
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ing estimate of the cost of an epidemio- 
logical study is presented. The data upon 
which the estimate is based can be found 
in the National Safety Council publica- 
tion, Accident Facts—1953. 

An average State having 3 million 
residents could be expected to experience 
about 730 traffic deaths and about 26,000 
traffic injuries a year. One trained field 
investigator working under the super- 
vision of an epidemiologist could reason- 
ably be expected to conduct an adequate 
investigation of about 220 traffic acci- 
dents a year. 

An epidemiological investigation would 
not necessarily have to be instigated at 
the scene of the accjdent. It probably 
would extend over a period of weeks, 


depending on the availability of those 
involved in the accident and those who 
might have played a part in developing 
an accident proneness on the part of 
the driver. 

The difficulty of obtaining funds to 
support a new program would limit the 
size of the study to an investigation of 
all of the 730 traffic deaths, and only 
to a 5-per cent sample (1,300) of the 
26,000 traffic injuries. The minimum full- 
time staff for a statewide study of this 
size would require at least 9 field in- 
vestigators, 1 biostatistician, and 1 clerk. 
The services of an epidemiologist would 
have to be obtained, at least part time, 
from any agency willing to cooperate in 
the study. 
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Fortunately, the cost of a small epi- 
demiological study would not be exorbi- 
tant. One could be administered for 
about $60,000 a year. When this amount 
of money is compared with the amounts 
that have been spent on epidemiological 
studies of diseases that have taken far 
fewer lives than have traffic accidents, 
the amount seems trivial. 

If a State health department under- 
took the survey, the salaries of some 
or all of the nine field investigators 
might be provided locally. This would 
greatly decrease the cost of the study 
to the State health department. 

Only by a study of this type can we 
make sure that the surmises on which 
most of our control programs are being 
built are valid. Both British and Amer- 
ican research workers indicate that about 
80 per cent of traffic accidents are caused 
by approximately 20 per cent of the driv- 
ing population. 

A MORAL RESPONSIBILITY 

If the real causes of traffic accidents 
were known, public administrators and 
legislators would be able to take any 
one of a number of remedial measures 
that repeatedly have been suggested from 
time to time. If it could be proved that 
physical or mental defects or emotional 
instability were factors which caused a 
significant number of traffic accidents, 
legislators would have a moral responsi- 
bility to correct the situation by requir- 
ing an annual physical examination of all 
drivers and, where indicated, a psychi- 
atric evaluation. 

In many States, cars are now inspected 
annually. Some States require semi- 
annual inspections. If drivers and not 
cars are the cause of most traffic acci- 
dents, why do we insist on inspecting 
cars, but not the drivers? 

If a lack of driving skill was found 
to be an important cause of traffic acci- 
dents, “behind-the-wheel” driver training 
courses could be required of all appli- 
cants for driving licenses before licenses 
were issued. It has been shown that high 
school students who have had “behind- 
the-wheel” driver training courses be- 
come involved in 50 per cent fewer fatal 
motor vehicle accidents than high school 
students who do not receive this type of 
training. 

A lot of lives are lost each year, it 
would seem, by this failure to exploit 
fully a reasonably well-validated method 
of decreasing the number of traffic acci- 
dents. If it could be proved by adequate 
investigation that it is the human factor 
in high speeds that is an important cause 
of highway accidents, red light “visual” 
governors could be required on all cars. 
The blinking on and off of the gov- 
ernor’s red light when speeds in excess 
of 60 miles an hour were attained might 
constitute prima facie evidence of reck- 
less driving. Even the New Jersey Turn- 
pike Authority has had to enforce a 
maximum speed limit of 60 miles an 
hour on the turnpike, largely as the re- 
sult of an empirical decision. 


By continued and extensive research, 
automobile manufacturers have built a 
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high degree of safety, as well as speed, 
into their cars. Highway engineers and 
road builders have made highways safer 
to traverse at higher speeds. 


Police agencies have been tireless and 
only somewhat successful in their efforts 
to curb speeding and reckless driving. 
They have been sorely handicapped by 
not having sufficient funds to employ all 
the enforcement officers they need. Un- 
fortunately, the provision of enough 
State and local policemen to enforce ex- 
isting traffic laws rigidly and consistently 
on every highway and byway in the 
United States would bankrupt the Na- 
tion. Even now, as high as 30 per cent 
of the police force in many cities is 
assigned to traffic duty. 


The reduction in the number of deaths 
per registered vehicle from 40 deaths per 
10,000 registered vehicles in 1910 to 8 
deaths in 1950 is a tribute to the con- 
tinuous three-pronged program of edu- 
cation, engineering, and enforcement that 
has been conducted by police agencies, 
automobile associations, highway engi- 
neers, and the National Safety Council. 


The mileage death rates have dropped 
in a similar manner, with a_ resultant 
saving of many lives. If the mileage 
death rate of 1937 had prevailed in 
1950, there would have been 67,000 traffic 
deaths instead of 35,000 in the latter 
year. Unfortunately, the number of cars 
on the road increases each year, and 
the increasing number of miles being 


traveled cancels out the slow but steady’ 


decline in mileage death rates. That is 
why the annual traffic death toll has 
hovered for years between 30,000 and 
40,000 deaths a year—an average of 
about 100 deaths each day. 


That there are factors that can be 
brought into play to make driving safer 
and to teach drivers to drive more safely 
is evidenced by the spread between the 
high mileage death rate in South Caro- 
lina and the low mileage death rate in 
Rhode Island. In South Carolina, a pre- 
dominantly rural State, the rate in 1952 
was 12.0 deaths per million miles trav- 
eled. In Rhode Island, the comparative 
rate was 3.0. 


In the District of Columbia, where 
the 1952 mileage death rate was 2.2, 
three beneficent influences are at work 
—excellent roads, a_ rigidly enforced 
speed limit of 25 miles an hour, and 
annual car inspections. Although speed 
has been indicated, more often by cir- 
cumstantial implication than not, as a 
major factor in fatal traffic accidents, 
much more has to be learned about speed 
in its relationship to various types of 
drivers and to driving conditions. But no 
one has produced any proof that these 
are the exclusive causes per se of the 
low mileage death rates in the District 
of Columbia, or what are the true causes 
of the low death rate in Rhode Island or 
the high death rate in South Carolina. 


Until a new and more scientific light 
is thrown on the scene, the picture will 
remain about the same—or become worse 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 57 


| 


«=Calways in season 


Sprains and strains... 


Soreness and stiffness of muscles... 


Neuralgia, arthralgia and kindred 


rheumatic pains ... 


Irritations and eruptions of the skin... 


= 


we 


cum Methyl Salicylate 


combines the stimulating and meta- 
bolic effects of iodine in Iodex and the 
analgesic action of methyl salicylate. 


MENLEY & 


70 WEST 40TH ST... 18, 


Absorption through the skin may be 
aided by massage. heat or ionto- 
phoresis. 


Samples and literature cheerfully 
sent upon request. 


JAMES, LTD. 


N. 


—for the United States Bureau of Pub- 
lic Roads has estimated that by 1960 
there will be nearly twice as many miles 
of highway travel as there were in 1940, 
and there is every reason to believe that 
this predicted increase in annual mileage 
will continue indefinitely. 

Failure to take aggressive action along 
the lines suggested is not due to disin- 
terest on the part of law enforcement 
agencies. When a police official or a leg- 
islator attempts to initiate a new phase 
of traffic accident control, the action is 
bound to be challenged. The adminis- 
trator or legislator is asked to produce 
facts to back up the suggested action. 
In most instances the facts just aren't 
there. Nor will the facts ever be 


available until adequaté epidemiological 
studies are conducted. 


ACCIDENTAL FALLS A MAJOR CAUSE 
OF DEATH* 


Accidental falls rank among the lead- 
ing causes of death in the United States, 
accounting for the loss of about 21,000 
lives annually or a death rate of about 
14 per 100,000 population. This is greater 
than the toll from any other type of 
accident except motor vehicle and ap- 
proximates the number of deaths from 
tuberculosis. 

About two thirds of all fatal falls 
occur in and about the home. The re- 
mainder take place in various places, 
including such resident institutions as 
homes for the aged and hospitals, and 
also public buildings, streets, and high- 
ways. Only about 3 percent of all the 
deaths from accidental falls are sustained 
in factories, workshops, and mines and 


*Reprinted from Statistical Bulletin, Met- 
ropolitan Life Insurance Company, July, 1954. 
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quarries—a substantially smaller propor- the highest death rates by far are re- 
tion than a decade ago. This improve- corded at the older ages. Among male 
ment undoubtedly reflects the results of Metropolitan Life Insurance _ policy- 
safety programs in industry. holders the average death rate increased 

Accidental falls take an appreciable progressively (1950-1953) with each ad- 
toll at every period of life. However, vance in age from 1.0 per 100,000 at 


| ages 5-9 to 52.6 per 100,000 at ages 
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65-74, the rise in mortality accelerating 
past mid-life. The sharpest increases in 
death rate occur at ages 75 and over, 
according to the experience of the gen- 
eral population of the United States; in 
fact, more than half of the total death 
toll from falls is concentrated at these 
later ages. 

The age pattern of the death rate 
from accidental falls among females con- 
forms to that for males, but women 
experience consistently lower death rates 
than men at ages under 75. At the more 
advanced ages, general population data 
show that the female record for mor- 
tality from falls is poorer than that for 
males. 

The relative importance of the various 
types of fatal falls changes from one 
age period to another. Among the Metro- 
politan’s Industrial policyholders in the 
age range 1-24 years, 9 out of every 
10 fatal falls are “from one level to 
another.” Among preschool children, 
falls out of windows and from porches 
are the most common types of falls; 
among school-age children, falls from 
roofs, swings, trees, and fences are men- 
tioned most often on death certificates. 
Diving accidents account for an appre- 
ciable part of the fatalities from falls 
among boys in the late teens. Deaths 
from falls on stairs and steps are at a 
minimum under age 25, but increase 
markedly with advance in age—to nearly 
one fourth of the total at ages 25-44 
and to one third in the age range 45-74. 

Accidental falls “on the same level” 
also increase progressively in importance 
with advance in age throughout adult 
life, and account for nearly two fifths 
of all fatal falls at ages 65-74. Many 
of the falls on floors in the home are 
due to objects left lying around, slippery 
surfaces, worn or unanchored floor cov- 
erings, and dark, cluttered passageways. 
Among the common causes of falls on 
streets and sidewalks are icy, greasy, 
or broken pavements and obstructive ob- 
jects. Among older people, a considerable 
proportion of the fatal falls occur while 
they are merely walking about the house; 
physical weakness or impairment is often 
a contributing factor in such cases. 

The heavy loss of life from accidental 
falls can be reduced materially. Safety 
education programs have the important 
task of calling attention to the environ- 
mental hazards and the human factors 
responsible for these fatalities in- 
dicating how they may he overcome. 
Simple safety measures, such as having 
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handrails on stairs, providing adequate 
illumination in and about the house, an- 
choring rugs, and keeping stairs clear, 
can prevent many falls. 


FATAL ACCIDENTS DECREASE 
IN 1953* 


In 1953, for the first time in four 
years, the number of deaths from acci- 
dents in the United States showed a 
decrease. Approximately 94,000 lives 
were lost in mishaps during the year, 
about 2,000 fewer than in 1952. While 
this improvement is encouraging, there 
is little comfort in the continued heavy 
toll of life taken by accidents among the 
American people; only the cardiovascu- 
lar diseases and cancer are responsible 
for a greater number of deaths. 

Motor vehicles caused approximately 
38,000 fatalities in 1953, not appreciably 
different from the number in 1952. The 
toll in each of the past three years has 
not been much below the all-time high 
established in 1941, when 40,000 lives 
were lost in such accidents. In 1953, as 
in other recent years, motor vehicle mis- 
haps were by far the leading cause of 
fatal injury, accounting for about two- 
fifths of all accidental deaths. This sus- 
tained high level of mortality is dis- 
turbing, even though preliminary data 
indicate that the death rate computed on 
the basis of motor vehicle mileage may 
have dropped to a new minimum. 

A reduction in fatal injuries in and 
ahout the home accounts very largely for 
the decrease in the total number of 
deaths from accidents in 1953. About 
27,500 lives were lost in home accidents 
during the year, some 1,500 fewer than 
in the preceding year. Even so, such 
accidents accounted for about 30 percent 
of all deaths from mishaps. Public acci- 
dents other than those involving motor 
vehicles accounted for approximately 
16,000 deaths in 1953, a small improve- 
ment from the year before. Injuries aris- 
ing out of or in the course of employ- 
ment took about 15,000 lives, virtually 
the same number as in 1952. 

Catastrophes—accidents in which five 
or more persons are killed—accounted 
for more deaths in 1953 than in 1952, 
according to records compiled from a 
variety of sources by the Statistical Bu- 


Metro- 


*Reprinted from Statistical Bulletin, 
politan Life Insurance Company, 
1953. 
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reau of the Metropolitan Life Insurance 
Company. These accidents took approxi- 
mately 1,800 lives in 1953, making this 
the highest toll since 1947. The unusually 
large loss of life from tornadoes, par- 
ticularly in the first half of the year, 
was a major factor in the rise. Thirteen 
tornadoes killed more than 450 persons 


during 1953. Four of the storms, sweep- 
ing through well-populated areas, were 
responsible for most of the deaths. The 
first of these struck Waco, Texas, on 
May 11th, taking 114 lives. The second 
and largest was a series of tornadoes 
which swept through Michigan and Ohio 
on June 8th and killed 142 persons, 
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mostly in the Flint area. On the follow- 
ing day, a third storm cut through Wor- 
cester County, Mass., fatally injuring 88 
people. A fourth twister roared through 
Vicksburg, Miss., on December 5th, 
leaving a death toll of 38. 

Natural disasters thus accounted for 
more than one quarter of all the lives 


Champaign, Illinois 


lost in catastrophes during the year. 
Motor vehicle injuries ranked second in 
this respect, contributing about one fifth 
of the total. Somewhat smaller propor- 
tions were due to fires and explosions 
and to civilian air transportation. Major 
accidents in military flying were respon- 
sible for about one-tenth of the deaths 
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sustained in catastrophes. 

There were 12 catastrophes in 1953, 
each of which took more than 25 lives. 
Five of these major accidents involved 
aircraft and caused the death of 193 
persons. A total of 105 lost their lives 
in three major fires and explosions. 


HEALTH OF SCHOOL-AGE CHILDREN* 


In the past two decades, major gains 
have been made in reducing mortality 
among children 5 to 14 years of age. 
The death rate dropped nearly two thirds 
between 1933 and 1953—from 158.0 to 
57.3 per 100,000—among boys of elemen- 
tary school age insured under Industrial 
policies in the Metropolitan Life Insur- 
ance Company. Among the girls, the 
downward trend in mortality was even 
more marked, the rate falling from 125.8 
to 36.8 per 100,000. In each sex, decreases 
of 85 percent or more were recorded in 
the death rate from a number of dis- 
eases, including the principal communi- 
cable diseases of childhood, appendicitis, 
pneumonia and influenza, tubercu- 
losis. 

Despite these striking achievements in 
life conservation, the actual number of 
lives lost among school-age youngsters is 
still large, a considerable part of it re- 
sulting from causes amenable to control. 
At present there are about 15,000 deaths 
a year among children at ages 5 to 14 in 
the general population of the United 
States. Accidents are the greatest single 
menace to child life. Among the boys, 
accidental injury was responsible for 
more than two fifths of the total mor- 
tality in 1950; among the girls, the pro- 
portion exceeded one quarter. The wide 
disparity in the accident death rate be- 
tween boys and girls—31.5 and 13.5 per 
100,000, respectively—accounted for 
nearly the entire sex difference in the 
total mortality. 

Malignant neoplasms (cancer and al- 
lied conditions), which two decades ago 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August, 1954. 
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were a relatively minor cause of death 
among children 5 to 14 years of age, 
now cutrank every other disease as a 
cause of death in this period of life. 
These conditions have forged ahead to 
their present rank not only because of 
the marked decrease in the mortality 
from the infectious diseases, but also be- 
cause of the increase in the recorded 
death rate from cancer. The leukemias 
account for nearly half of all the deaths 
attributed to malignancy among school- 
age children. 

Although spectacular progress has been 
made in the control of infectious dis- 
eases, they are still responsible for an 
appreciable loss of life among children. 
Pneumonia and influenza, and acute polio- 
myelitis are among the leading killers at 
ages 5 to 14, but the death toll from 
these diseases varies from year to year 
with their prevalence and virulence. Tu- 
berculosis and the principal communi- 
cable diseases of children, while con- 
tinuing their long-term downward trend, 
are still far from negligible causes of 
death among youngsters. Moreover, most 
of the deaths from heart disease among 
children in this age range are of infec- 
tious origin. 

The mortality among school-age chil- 
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hearing, rheumatic fever, cerebral palsy, 
epilepsy, or emotional disturbance. Large 
numbers of these children can be re- 
habilitated to become useful and _ pro- 
ductive citizens through treatment and 
education. While further research is still 
needed to bring to light the factors caus- 
ing many of these disabilities, parents, 
teachers, school administrators, the med- 
ical profession, and community health 
agencies can, by working together, ac- 
complish much with existing knowledge 
and facilities. 
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CHANGES OF ADDRESS 
AND NEW LOCATIONS 


Ballard, L. Griffin, from 2516 Mansfield High- 
Me to 3721 Camp Bowie Bivd., Fort Worth 

exas 

Bankes, Willard E., from 750 E. McDowell 
oy to 100 W. Osborn Road, Phoenix 42, 
ATIZ 

Beardslee, Hugh B., from 115 W. Allegan St., 
to 1115 Maryland St., Lansing 6, Mich. 

Besos. Carl G., from 16598 Ilene, to 13850 E. 

Eight Mile Road, Detroit 37, Mich. 

Beeman, Donn D., COPS ’53; Box 188, Whit- 
tier, Calif. 

Binder, Harry E., from 7247 Charles St., to 
1901 Walnut St., Philadelphia 3, Pa. 

Blumenson, Walter, from Bernardsviile, ee 
to 200 E. 18th St., Brooklyn 26, N. Y. 

Bontempo, Dominic from 622 Sasi St., to 
16i5 DeKalb St., Vorristown, Pa. 

Borman, Richard H., from Warren, Ohio, to 
720-22 Sixth Ave., Des Moines 9, Iowa 

Bostick, Randall G., from 8856 Dixie Highway, 
to 8965 Dixie Highway, Fair Haven, Mich. 

Brand, Burton, from South San Gabriel, Calif., 
to 427 Atlantic Ave., Long Beach 12, Calif. 

Brandman, Morrie, from 2229 W. Lincoln Ave., 
to 800 N. Garfield Ave., Montebello, Calif. 

Breuninger, Charles F., from 724 W. Main St., 
to 355 N. Broad St., Lansdale, Pa. 

Brown, Russell Jay, DMS °54; Becky, Mountain 
Osteopathic ospital, 4701 E. Ninth Ave., 
Denver 20, Colo. 

Brubaker, Merlin L., from Nigeria, West Afri- 
ca, to 505 W. Jacaranda Place, Fullerton, 

alif. 

Bryers, William C., PCO °54; Massachusetts 
Osteopathic Hospital, 222 S. Huntington Ave., 
Jamaica Plain, Boston 30, Mass. 

Carver, Robert W., from Lakewood, Ohio, to 
Route 163 at Erie Beach Road, Box 888, 
Lakeside, Ohio 

Co, E. Ted, from 1714 N. High St., to 3371 
N. High St., Columbus 2, Ohio 

Pst ns Richard K., Jr., PCO ’54; Lancaster 
Osteopathic Hospital, Lancaster, Pa. 

fae, Norma J., from Detroit, Mich., to 

3422 N. 22nd St. * Philadelphia 40, Pa. 

Cohen, Norman H., from Brooklyn, N. ¥ . to 
34 Bay Shore Road, Bay Shore, L. L., . A 

Collins, Archie, from Mount Pleasant, ng to 
Box 57, ons, Ind. 

Collins, Keith A., KC °’54; Stevens Park Os- 
teopathic Hospital, 1141 N. Hampton Road, 
Dallas 11, Texas 

Conner, William C., from Jackson, Mich., to 
_ Pere Marquette Bldg., New Orleans 12, 


R., from 1127 Quari St., 
olfax Ave., Aurora 8, Colo. 
Cooney, Joseph A., from 145 A St., to Box 
, Oswego, Ore. 
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Com, Kenyon B., from Columbus, Ohio, to 
411 N. roadway, Grove City, Ohio 

Guin, David S., from 2209 Carson St., to 
1603 McGregor Blvd., Fort Myers, Fla. 

Cramer, Wilbur R., from 1246 Union Ave., to 
1560 Central Ave., Memphis 4, Tenn. 

Danny, Peter S., CCO °53; Doctors Hospital, 
1087 Dennison Ave.. Columbus 1, Ohio 

Danon, Milton, from Philadelphia, Pa., to 8750 
Boulevard, East, North Bergen, N. J. 

Davidson, Kermit, from 116 W. Main’ St., to 
70 W. Main St., Scottsdale, Ariz. 

Decker, Almeda Ann, from Brookfield, Ill, to 
1808 W. 103rd St., Chicago 43, . 

Dieterich, Oscar A., from 416 N. Brand Blvd., 
to 1023 N. Brand Blivd., Glendale 2, Calif. 

~ _Kenneth H., from Carson City, Mich., to 

5 S. Howell, "Middleton, Mich. 

Ellis. Melville H., from Detroit, Mich., to 3845 
Monroe _ Blvd., Ww est Dearborn, Mich. 
mery, Horace’ A., from 1611 Broadway, to 
29th & Avenue 0, Lubbock, Texas 

Fanton, Vincent Q., from Rochester, N. Y., to 
2674 Dover Road, Westlake, Ohio 

Fountain, Audrey L., from 710 W. Jackson, to 
105 E. Jackson, Hugo, a. 

Farley, Thomas J., PCO ’54; West Side Osteo- 
— Hospital, 1253 W. "Market St., York, 


Feinman, Leonard C., COPS °53; 1048 Temple 
St., Los Angrics 12, Calif. 

Franklin, James E from Raton, N. Mex., to 
4705 Franklin Blvd. ., Sacramento 20, Calif. 
Freidline, J. L., from Weatherford, Okla., to 

1502 E. Broadway, Enid, Okla. 

Fricdenberg, Martin L., from 2577 W. Grand 
18933 Grand River Ave., Detroit 

Gabriel, Earl A., PCO ’54; 1201 N. 24th St., 
Allentown, Pa. 

Gabriel, Speros A., DMS °54; Grandview Hos- 
pital, 405 Grand Ave., Dayton 5, Ohio 

Gagnon, Gabriel J., from 206 Front St., to 103 
Front St., Marysville, Pa. 

Gautschi, William W., COPS °53; 7950 Bel- 
laire, North Hollywood, Calif. 

Gentile, M. Melvin, from Detroit, Mich., to 
16280 Wetherby Road Birmingham, Mich. 
Green, Bernard, from Bronx, N N. Y., to Pro- 

fessional Bldg., Mount Morris, Mich. 

Leonard from Taloga, Okla., to 

2 §. W. 29th St., Oklahoma City 8, Okla. 

William D., DMS °54; Riverside Os- 

tagetats Hospital, 165 George St., Trenton, 


ich. 

Hallidy, F. E., from 335 Brighton Ave., to 
736 Forest Ave., Portland 5, Maine 

Harnden, Richard L., from Dayton, Ohio, to 
Milan Ave. Medical Center, Norwalk, Ohio 

Harris, Everett E., from 3504 Troost Ave., to 
801 E. Armour Bivd., Kansas City 9, Mo. 

Harstad, Calvin D. L., "COPS °53; 9017 Read- 
ing Ave., Los Angeles 45, Calif. 

Hayes, Donald M., from Kansas City, Kans., 
to Elmo, Mo. 

Heller, Harry A., CCO '54; Zieger Osteopathic 
— ital, 4244’ Livernois Ave., Detroit 10, 

ic 

Henshaw, Raymond E., 
Box 266, Milan, Ohio 

Hersh, Edward D., from 3101 Main St., to 
Weirton Osteopathic Hospital, Weirton 
Heights, Weirton, W. Va 

Hickey, Raymond J., Jr., from Bay Village, 
Chio. to 22204 Lorain Road, Fairview Park 
26, Ohio 

Corydon G., DMS ’54; Riverside 
Osteopathic Hospital, 165 George St., Tren- 
ton, Mich. 

Hoermann, Harold G., from 8731 Riverview 
Blvd., to 8700 Riverview Blvd., St. Louis 21, 


from Etna, Ohio, to 


Mo. 

Holcomb, Kenneth R., from North Hollywood, 
Calif., to 11956 Laurelwood Drive, Studio 
City, Calif. 

Hole, William N., CCO °54; Chicago Osteo- 
pathic Hospital, "5250 S. Ellis Ave., Chicago 
15, 

Howell, Kermit, from poets Kansas City, Mo., 
to Box 336, Polo, 

Raymond PCO 532 Hamilton 

Lancaster, Pa. 

3. Bruce C., from_165 George St., to 
2480 Northfield Road, Trenton, Mich. 

Jones, H. E., from 25026 Telegraph Road, 
Route 3, to 24350 W. Ten Mile Road, Bir- 
mingham, ich. 

Jone, Mable M.. from 17 W. Pleasant St., to 

W. Pleasant St., Co ry, Pa. 

Kaba, Marshall A., COPS Ya 4513 E. Comp- 
ton Compton, Cali 

Kahn, S from 2132 W. “Third St., to 3989 
Salem "Ave., 6, 

Keefer. Edgar S S., Jr.. from 30 E. zoe St., to 
30 East 81st St., New York 28, N. 

Kehoe, Edward P., from Detroit, Mich., to 
_ 2410 S. MacGregor Way, Houston 21, Texas 

Keller, James A., from 115 W. Normal St., to 
Route 5, Kirksville, Mo. 

Kemp, George | from 2904 S. E. Washington 
Ste , to 1987 N. W. Kearney St., Portland 9, 


Kennet, Donald R., from Kansas City, Mo., 
to 3902 S. Fenton Road, Flint 7, Mich. 
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Prescribed by physicians throughout the world 


Have YOU ever 


used 


a FELSOL provides safe and 
7 effective relief in Asthma, Hay Fever 
7 and related bronchial affections. 


FELSOL 


vvv 


FELSOL also relieves pain 
and fever in Arthritis, Headache, 
and other painful conditions. 


Each oral powder contains: 
Antipyrine ..... 0.869 gm. 
lodopyrine .... . 0.031 gm. 
Citrated Caffeine . . 


The fast action and long duration of FELSOL gives smooth and com- 
forting relief. After a single therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, measurable amounts of 


the drug persisting 24 hrs.” 


(J. Pharm. & Exper. Ther. 98:97-104, 1950) 


Try this unique and superior product by writing for free 


Professional Samples and Literature 


AMERICAN FELSOL CO. « P.O. Box 395 *« LORAIN, OHIO 


Available at all Drug Stores 


IDEAL FOLDING TABLE 


Well constructed, strong. 
Will not tip or shake. 

Easy to open and close. 
Width 22”. 
Weight 32 lbs. 


Length 69”. 
Height 27%”. 
Walnut finish. 


Simulated leather covering. 
Heavy standard padding. 
(Shipping weight 35 to 37 Ibs.) 


For Home and Office 


Price $40.00 


(Paratex and felt) 2” Paratex padding $10.00 additional 


Unconditional guarantee on workmanship and materials. All items shipped 
f.o.b. from Factory in Kirksville, Mo. Cash must accompany orders. 


American Osteopathic Association 


212 E. Ohio St. 


Chicago 11, Illinois 
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HAVE YOU RECEIVED 
OUR NEW CATALOG? 


OTHERS ASK UP TO $10.00 
THIS HIGH GRADE 
SACRO-ILIAC BELT 


below the iliac crest. 


F. A. RITTER COMPANY 
4624 WOODWARD AVENUE °* DETROIT |, MICHIGAN 


OUR 
PRICE 


$4.50 


Beautifully made of six inch orthopedic webbing well 
reinforced, supplied with perineal straps. 
materials and workmanship throughout. 
a limited time only in order to keep our shop busy. 
Take measurements around the hips three inches 


High grade 
Offered for 


*We also make Sacro-Lumbar belts $6.50; Abdominal belts $6.00 for 
Hernia, Obesity, Ptosis, Post-Operative; Ambulatory Splints $35.00; 
Cervical Vertebrae brace $28.00; Taylor Spinal brace $30.00- One- a 


stretch Elastic Stockin 


lightweight lastex with Nylon $7.00 pair. 


Service weight $1.50; Two-way stretc 


MORE TIME FOR FISHING 


BECAUSE HISTACOUNT KEEPS THE RECORDS STRAIGHT 


patients . . . more time! 


More time for relaxation . . 


. more time for 


The perennial cry of the Doctor has a modern 
answer. It's simply Histacount Bookkeeping 
and Filing Systems which cut paper work to a 
minimum, add system and order to detail work 
and keep records “ship shape” . 


Start your Histacount system and find the time 
your patients (and hobbies) require. 


Professional Printing Company, Inc. 
America’s Largest Printers to the Professions. 
New Hyde Park, New York. 


“Pathogenesis of Visceral Disease 
F ollowing Vertebral Lesions” 
Dr. Louisa Burns’ Latest Book 


A synopsis of the major observations from 40 years of research. Description 
of scientific methods used and statement of conclusions. 


Cloth cover, 6x9, XIV + 347 pages with illustrations, 
some in color. Limited edition—Price $6.00 postpaid. 


An Ideal Gift— We will mail for you 


Send enclosure card and remittance with ofder to 


AMERICAN OSTEOPATHIC ASSOCIATION 


212 E. OHIO ST. 


CHICAGO 11, ILL. 
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King, Mary, from 700 E. Sunshine, to 1711 N. 
Robberson St., Springfield, Mo. 

Koeningsberg, Abraham, from 4722 Larchmont 
aM. to 6320 Elmwood Ave., Philadelphia 

y 

Krause, Henry A., from Medford, Ore., to 
Mount Clemens General Hospital, Macomb 
at North, Mount Clemens, Mich. 

Krohn, Ned D., from Muskegon, Mich., to 
Professional Bldg., 110 W. Colby, Whitehall, 


Mich, 

Kurn, Frederick C., from Philadelphia, Pa., to 
Box 865, Creighton, Pa. 

Lamb, Richard F., from Denver, Colo., to New 
London, Mo. 
Lambert, Charles F., from 606 Old Orchard, 
to 111 Spring St., "Excelsior Springs, Mo. 
im = +. from Iron River, Mich., to 4773 
N. Butler, Wis. 

Ww G., from 2132 W. Third St., 
to 3989 Salem Ave., Dayton 6, Ohio 

Leach, Jack P., from South Houston, Texas, 
to Oak Forest Bank Bldg., 1120 W. 43rd St., 
Houston 18. Texas 

Lee, George Y., from Los footie. Calif., to 
16812 Hawthorne Blvd., Lawndale, Calif. 

Long, John W., from Whitehall, Mich., to Chi- 
cago Osteopathic _——_ 5250 S. Ellis 
Ave., Chicago 15, 

MacDougall, Howard from Ellensburg, 
Wash., to 128 E. 110th St., Seattle, Wash. 

Macek, Otto J., from 405 Grand Ave., to 5525 
N. Dixie Drive, pee 4, Ohio 

Mann, Maurice KC *54; 1801 Chama, 
Amarillo, ly 

Martin, C. : COPS ’53; Box 86, Wylie, Texas 

Martin, Frank in from 577 14th St., to 1419 
Broadway, Oakland 12, Calif. 

McDowell, William G., PCO ’54; Route 1, 
Grove City, 

McIntosh, E. from 69321 N. Main St., to 
69851 Richmond, Mich. 

McCormick, Loyal 1 from 1940 El Cajon 

Blvd., to 4909 70th St., San Diego 15, Calif. 

McPherson, from 418 Irwin-Keasler 

Bldg., N. Central Expressway, Dal- 


las 5. 

Mitchell, E., from Shidler, Okla., to 
Box 203, Checotah, kla. 

Molisky, Albert, from Weirton Osteopathic Hos- 
pital, to 136 Harmon Ave., Weirton, W. Va. 
Moore, Robert L., from 6717 Covington Lane, 
to 5008 Columbia Ave., Dallas 14, Texas 
Nash, Gerard K., from 523 N. Deahl, to 2233 

Airport Road, Borger, Texas 

Page, Billv J., from Detroit, Mich.. to 128 
Buena Vista, Highland Park 3, Mi ch. 

Parker, Irving M., from 171 N. Main St., to 
300 West St., Mansfield, Mass. 

Paterson, Katherine G., KCOS 54; Forest Hill 
Hospital, 924 E. 152nd St., Cleveland 10, 
Ohio 

Perry, Robert L., KCOS °54; Waldo General 
Hospital, 8511 15th Ave., N. E., Seattle 5, 


Wash. 

Phelps, Robert D., from 1121 N. 66th St., to 
6639 Lotus Road, Philadelphia 31, Pa. 

Pickoff, Harold, from Brook yn, N. Y., to 149 
E. John St., Lindenhurst, N. Y. 

Pinchak, Raymond, from 2939 E. Seven Mile 
Road, to Art Centre Hospital, 5435 Wood- 
ward Ave., Detroit 2, Mich. 

Pomeroy, Ira L.. Jr.. DMS °54: Corpus Christi 
Osteopathic Hospital, 1202 Third St., Corpus 
Christi. Texas 

Posey, Thomas H., Jr., from De Soto, Mo., to 
120 N. Main St., El Dorado Springs, Mo. 

Powers, Robert H., KCOS °54; 716 E. Scott 
St., Kirksville, Mo. 

Price, Abraham Leonard, PCO °'54; 169 W. 
Albanus St., Philadelphia 20, Pa. 

Pultz, F. G., from 1100-2 Wolverine-Federal 
Tower, to 725. Capital Ave., S. W., Battle 
Creek, Mich. 

Riccelli, John A., COPS ’52; 695 W. Harris 
Ave., Raymondville. Texas 

Riehl, Richard E., KCOS ’54; Grandview Hos- 
pital, 405 Grand Ave., Dayton 5, Ohio 

Rosen, Alvin, from Norwood, Pa., to 3 Con- 
cord Road, Darby, Pa. 

Scherbart, J. Donald, from Los Angeles, Calif., 
to 350 E: Market St., Long Beach 5, Calif. 
Shtasel, Philip, from Detroit, Mich., to 479 

Lohman Drive, = Milford, 
a Harvey C., from 208 Kresge Bldg., to 
1893 Maplewood, N. E., Warren, Ohio 

Shapiro, Daniel M., from Flint. Mich., to 1291 
President St., Brooklyn 

Shy, _James M. from San Antonio, Texas, to 
§25° Old Robstown Road, Corpus Christi, 
Texas 

Siegel, Daniel K., from 12523 Third Ave., to 
2901 Second Ave., Detroit 1, Mich. 

Sievers, Richard J., from 405 Grand Ave., to 
4314 Airway Roard, Dayton 3. Ohio 

Silver, Morton, from 2150 N. Natrona St., to 
5601 Willows Ave., Philadelphia 43, Pa. 

Smith, Calvin B., from McLoud, Okla., to 
Welch Hospital, "Welch, Okla. 

Smith, Forrest E.. KC °54; Northwest Hospital, 
1060 N. W. 79th St. i Miami 38, Fla. 

Daniel P., from Kansas Guy. Mo., 

2502 Tremmel, ‘Ann Arbor, Mich. 
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Snyder, Joseph C., from Washington, D. C., to 
262 S. 15th St., ‘Philadelphia 2, Pa. 

Sonneborn, Meyer R., Bashline-Ross- 
man Osteopathic Hospital & Clinic, Cor. Pine 
& Center Sts., Grove City, Pa. 

Stark, Richard J., PCO ’54; 712 "E. Market St., 
Marietta, Pa. 

Stoike, R. W., from Babcock Bldg., to 206 
Lansing Ave., Austin, Minn. 

Stoll, Selma, from York, Pa., to 809 S; New 
Hampshire Ave., Los Angeles 5, Calif. 

Suffin, D., COPS °53; 427 Atlantic 
Ave., Long Beach 12, Calif. 

Sutton, Sara Esther, from Des Moines, Iowa, 
to Box 85, Renwick. lowa 

Pharris V., from 7749 Mariposa 

, to 7715 Mariposa Ave., Citrus Heights, 


sy C., from Highland Park, 
to 318 S. Union St., Traverse City, 


Thomsen, Frederick H., from Glendale, Calif., 
to Family Medical Center, 8635 Artesia Ave., 
Bellflower, Calif. 

Tinkham, Anna G. .. from 681 Main St., to 24 
Lafayette St., Waltham 54, Mass. 

Traylor, Warren G., from Sherman Oaks, 

. to 1811 S. E. 14th St., Fort Lauder- 

dale, Fla. 

Donald K., from Seattle, Wash., to 
6856 Bothell Highway, N. E., Box 391, Ken- 
more, Wash. 

Troester, Lowell L., DMS °54; Rocky Moun- 
tain Osteopathic Hospital, 4701 E. Ninth 
Ave., Denver 20, Co 

Wallach, Marvin M., one Forest Hills, N. Y., 
to 84-25 Elmhurst’ Ave., Elmhurst 73, N. Y. 

Warren, Leland E., from 806 Santa Fe Drive, 
to 875 Kalamath St., Denver 4, Colo. 

Welborn, Richard L., from 7208 E. Central 
Ave., to 304 San Mateo, N. E., 


N. Mex. 
Welch, Donald S 
Centre Hospital, 
troit 2, Mich. 
Ww hitenight, John W., from Harrisburg, Pa., to 
216 E Dauphin, Pa. 


Albuquerque, 


, from Phoenix, Ariz., to Art 
5435 Woodward Ave., De- 


Erie St., 

Williams, Harry E., from Aledo, Ill., to 4702 
Avenue oO. Lubbock, Texas 

Winslow, J. Madalene, from Cambridge, Mass., 
to Highland Road, North Truro, Mass. 

be a Paul F., from Grove City, Pa., to 
76 N. Charlotte St., Pottstown, Pa. 

Yankowitz, Philip, from Los Angeles, Calif., to 
Imperial Medical Center, 12631 Lakewood 
Blvd., Downey, Calif. 

Zwick, William F., COPS 

Ave., Los Angeles 43, Calif. 


"$3; 


5138 Third 


APPLICATIONS FOR 
MEMBERSHIP 


CALIFORNIA 
(Renewal) 9437 Armley 


Binning, William A., 
Ave., Whittier 


Rossi, Amerigo A., (Renewal) 11743 E. Ter- 
radell St., Whittier 
COLORADO 


Cheney, Jerome F., 1530 Carr St., Lakewood 
15 
MAINE 


Russell, Stephen D., 
Square, South Paris 


MASSACHUSETTS 
(Renewal) 221 Essex 


(Renewal) 24 Market 


Silvernail, Raymond 
St., Salem 


MISSOURI 
Ford, Marvin L., 
pethic Hospital, Elmo 
Green, Paul H., (Renewal) 203 S. Lexington 
St., Harrisonville 


Martin, William H., (Renewal) 
pendence Ave., Kansas City 24 


(Renewal) Elmo Osteo- 


2105 Inde- 


PENNSYLVANIA 


Becker, Leonard R., (Renewal) 1035 DeKalb 
St. Norristown 

Richman, Sidney, 
phia 35 


6763 Cottage St., Philadel- 


TEXAS 
Durkee, Joseph B., (Renewal) 5119 Capitol 
Ave., Dallas 11 


McLamb, Frank A., (Renewal) 7729 Long 


Point Road, Houston 24 
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LIKE everyone else, doctors like to 
get Christmas presents. But like 
all professional men, they like to 
get presents they can use. This new 
Tycos* Desk Aneroid makes the 
ideal gift for discharging obliga- 
tions for professional services ren- 
dered by fellow doctors. 

The popular new Tycos Desk 
Aneroid is a precision instrument, 
but at the same time it makes a 
handsome addition to any doctor’s 
desk. The case is solid walnut, 
hand-rubbed to a high finish, with 
brass trim. 

The 3%,” ivory tinted 
dial is easy to read 


This new TYCOS Wall An- 
eroid makes an excellent 
gift for the doctor who re- 
quires maximum effi- 
ciency in his examining / © 
room. Price $49.50 with 
hook cuff and six feet of 
connecting tube. 


FOR DOCTORS 


and the easel adjusts to any 
desired angle. The long pointer 
magnifies slight variations in the 
pulse wave... giving maximum sen- 
sitivity. 

The movement, of course, is a de- 
pendable, accurate TYCOS move- 
ment. Accuracy is assured as long 
as the pointer returns within zero 
. an easy, visual check. The Ex- 
clusive Hook Cuff fits any adult 
arm, slips on and off quickly, and 
easily. Stainless steel ribs prevent 
ballooning. 


Price $4950 


Complete 
with Hook Cuff. 


Taylor 
Instrument Cos., 
Rochester, New York 
and Toronto, Canada. 


TAYLOR INSTRUMENTS MEAN ACCURACY FIRST 


Calit Z | 
Taylor, 
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Constipation may occur in a 7 
day old infant. Treatment by 
rectal dilatation often is begun 
this early. Wherever dilatation 
is used to treat children—a life- 
time laxative habit may be 
avoided. 


Write for Di sing Prices | 
and Reprints 


Young’s Rectal Dilators 
Help Develop Good Bowel Habits. 


F. E. YOUNG and COMPANY 


436 E. 75th Street © Chicago 19, Illinois 
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BUNGICIDE 


DERMYCIN 


Laboratory and clinical investigations have 
proved Dermycin effective against a variety of 
skin-infecting bacteria and fungi. 
Indications for its use include: 
TINEA INFECTIONS 
(“athlete’s foot,” tinea capitis, Dhobic itch, ete.: 
PRURITUS ANI 
(of fungus origin) 
ACNE VULGARIS 


IMPETIGO 
DERMATITIS VENENATA 
(as ivy, oak poisoning) 
MINOR SURGERY 
Dermycin is so useful, so versatile, it appeals 
to specialist and general practitioner alike. 


In all cases the area must be washed with mild white soap 
and water. Dry and apply Dermycin at least twice a day, 
or as a wet dressing where indicated. 


Supplied in 1, 2, 8 and 16 fl. oz. bottles. 
(Dermycin is not advertised to the laity.) 
Write for professional sample. 


CHAL-YON CORPORATION | 
65 PINE STREET NEW YORK5,N.Y. 
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able at all prescription 


Breakwater for 


—~= muscle imbalance. 


Try HVC on your patients today; avail- 


HAYDEN'S 
VIBURNUM COMPOUND 


Just as a breakwater stems 
the fury and shock of the 
wave motions of the sea, 
H V C effectively reduces the 
spasms of intestinal cramps, 


dysmenorrhea or any smooth 
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a heal advance in control of 
rheumatic pain and spasm 


greater predictability * greater safety 


mephenesin “solubilized”* by sodium salicylate 


MEPHOSAL (capsules, tablets, elixir) combines the safe, 
skeletal-muscle relaxant mephenesin made freely soluble 
by the primary rheumatic analgesic, sodium salicylate — 

and thus more readily available. The result is predictable, 
faster relief from pain and spasm in over 70% of rheumatic 
patients as against 55% with salicylates alone, and unpredictable 
relief with comparatively insoluble mephenesin alone. 


IMPORTANT—now 3 dosage forms of MEPHOSAL—for greater flexibility and convenience. 


Each capsule contains: 
Broad range, general Sodium Salicylate ........ 250 mg. 


(does not contain homatropine methylbromide) 


rheumatic therapy Dose: 1 or 2 capsules every 3 or 4 hours. 


MEPHOSAL TABLETS Each tablet contains: 
For rheumatic cases with Sodium Salicylate ........ 125 mg. 
associated g.i. disturbance Homatropine Methylbromide .. . . 1.25 mg. 


Dose: 2 or 3 tablets every 3 or 4 hours. 


MEPHOSAL ELIXIR Each teaspoonful (4 cc.) contains: 
F Mephenesin. . . . 400 mg. 
or rheumatic cases with Sodium Salicylate ........ 400 mg. 
associated g.i. disturbance Homatropine Methylbromide ... . 2.5 mg. 


Dose: 1 teaspoonful every 3 or 4 hours. 


Special note: MEPHOSAL TABLETS and MEPHOSAL ELIXIR 
both contain homatropine methylbromide. 


All dosage forms should be given preferably after meals or with a little milk. 
There are no real contraindications to the use of MEPHOSAL— no fear of serious toxic reactions—no fear of blood dyscrasias. 


Dlease —when prescribing specify the dosage form clearly. . 


SAMPLES and 
literature on request. CROOKES LABORATORIES, INC. 


*Patent applied for Therapeutic Preparations for the Medical Profession 
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for greater O.R. efficiency 


SUB-STERILIZER ROOM PLANNING 


Gone 
For Gramcioe. 


in its advanced concept, now incorporates two 
important provisions that mean — 


unauthorized traffic being diverted from the 
surgery. 


a® 


RocHEsSTER 


9) minimal sterilizing facilities, adequate for all 
routine and emergency needs. 


A-SOLUTION WARMING CABINET- 40 Garon 


We at Castle believe that every hospital adminis- 
trator, operating room supervisor and hospital 
architect will be vitally interested in this modern 
approach to sub-sterilizer room planning. Note the 
specimen blueprint of one of the world’s most pub- 
licized institutions . . . Castle equipped! 


WILMOT CASTLE Co. 


STERILIZERS LIMITED TO ONLY 
3 ESSENTIAL UNITS 


@ Pressure Instrument Washer Sterilizer 


Washes instruments more thoroughly — faster. Sterilizes and 
dries instruments for immediate use or storage... all in a 
single operation within 10-12 minutes. 


@ Hi-Speed Emergency Sterilizer 
For routine sterilization or fast emergency service as 
the name implies. Soiled or contaminated instrument 

can be made bacteriologically safe in 5 minutes. 


@ Warming Cabinet 


Precision built for temperature control of flasked 
sterile water, parenteral solutions, blankets and 
other supplies normally sterilized in the Central 
Sterile Supply. 
WRITE TODAY for detailed information 


and benefit through our gratis Planning service 


WILMOT CASTLE COMPANY 
1190 University Ave. Rochester 7, N.Y. 


STERILIZERS AND LIGHTS 
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Confidence 


By working closely with the medical pro- 
fession for over 60 years, Freeman has de- 
veloped a complete line of surgical sup- 
ports. From this line you can select and 
prescribe with complete confidence in the 


laced back supports have Freeman's ex- 
clusive self-smoothing, non-wrinkle fly. 
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Sal Hepatica’ 


Acts So Promptly 


Because... 


SAL HEPATICA’S Action Has a Sound Pharmacologic Basis 


1. It is antacid and effervescent. Reduction of 
gastric acidity decreases emptying time of the 
stomach." 

Effervescent mixtures also shorten the emptying 
time.” 

Thus Sa Hepatica quickly leaves the stomach to 
enter the intestine where its laxative action takes 
place. 

2. It stimulotes intestinal peristalsis by its osmotic 


APERIENT 
CATHARTIC 


LAXATIVE SK 


action. The fluid drawn into the intestine is a me- 
chanical stimulus to evacuation, which usually fol- 
lows promptly. 


Prompt, gentle laxation without griping follows 
the use of pleasant-tasting Sat Hepatica. The gastric 
hyperacidity so frequently accompanying constipa- 
tion is relieved, too, because SAL HEPATICA is antacid. 


References: 1. The Physiological Basis of Medical Practice, 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946. 


ANTACID, EFFERVESCENT, 
SALINE LAXATIVE 


BRISTOL-MYERS CO. 
19 West 50 Street, New York 20, New York 
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Typical growth curve of - Typical growth curve of 
S-M-A fed baby breast fed baby 


Schematic Section on Wetzel Grid Schematic Section on Wetzel Grid 


... The growth patterns of S-M-A and breast fed 
babies are very much alike. Clinical studies have shown 
that development traits, including height and weight, 
are parallel—and often identical—for S-M-A and 
breast fed babies. This may be expected because 

the nutritional qualities of S-M-A satisfy infant 
requirements essential for sound, sturdy growth. 
S-M-A liquid—cans of 13.9 fl. oz. 


S-M-A powder—cans of 1 pound 


LIQUID POWDER 


A penny an ounce 


Leas 
Wijeth 
® 
or Philadelphia 2, Pa. 


For relief of pain and itching in sunburn, 
simple burns, hemorrhoids, diaper rash, 
fissured nipples, skin abrasions, athlete’s 
foot, and other conditions in which surface 
anesthesia is desired; also indicated as an 
anesthetic-lubricant for instrumental pro- 
cedures, and in ophthalmology. 


Nupercainal Ointment is particularly suit- 
able for mucous membranes and for dry, 


SURGERY OBSTETRICS 


Nupercainal® 


long-acting 
surface 
anesthetic 


encrusted surfaces. For moist or weeping 
lesions, Nupercainal Cream is available. 


NUPERCAINAL OINTMENT 

(1% Nupercaine® base in lanolin and petrolatum 
base) 

NUPERCAINAL CREAM 

(0.5% Nupercaine base in water-washable base) 
NUPERCAINAL OPHTHALMIC OINTMENT 

(0.5% Nupercaine base in white petrolatum) 


OPHTHALMOLOGY PROCTOLOGY 


Nupercainal® Ointment 
(dibucaine ointment CIBA) 


Nupercainal® Cream 
(dibucaine cream CIBA) 


CIBA 
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